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The purpose of this report is to present to Parliament and the Public a clear and informative account of the expenditure and activities 


of the Department of Health. 
This report and those of 1998 and 99 are available on the Internet at http://www.doh.gov.uk/dohreport/. 
The Department of Health also has a Public Enquiry Office which deals with general queries, 0171 210 4850. 


Foreword by the Secretary of State 


It gives me great pleasure to present the tenth annual report of the Department of Health. 


I write this foreword at a key moment for the NHS, at a time when we face a fundamental 
choice over what sort of health service we want to see in this country. For the Government, 
the position is clear, we are committed to the founding principles of the NHS. A health service 
that provides care for all who need it, regardless of their ability to pay or where they live. But 
we also believe, and with equal passion, that the NHS has to change its practices if it is to 


provide the quality and ease of access to care that people deserve. 


Yes, the NHS needs more money. The NHS has on average grown by just over 3 per cent in 
real terms each year since 1948. This growth has landed the NHS where it is today — a system 
which by international standards is efficient, but has fewer doctors and nurses and longer 


waiting times and lists than in many other countries. An NHS that has been surviving rather 
than thriving. 


The sustained increases in funding announced in the Budget provide the opportunity to change this, and to give the NHS a new lease 
of life. Over the next four years average annual real terms real terms growth will be 6.3 per cent — nearly twice the long term trend. 
Over the five years from the start of the period covered by the Comprehensive Spending Review and the Budget we will see a 50 per 


cent cash increase in NHS spending — 35 per cent in real terms. This is equivalent to a rise in NHS spending per household from £1,850 
per household in 1998-99 to £2,800 in 2003-04. 


This sustained investment in the NHS provides a secure platform for modernisation. These new resources must secure better patient 
care and better health outcomes. They will improve services for cancer and coronary care, and help speed up treatment for patients. 
But money alone is not enough to modernise the NHS, modernisation is also about reform. The Government has met the call for 
increased funding in resources, now we need a step change in results. 


We have already laid the foundations of modernisation. The internal market has gone — replaced by a system that puts local doctors, 
nurses and other health professionals in the driving seat, co-operation within the health service has replaced competition. The numbers 
of doctors and nurses are rising — we have reversed the cuts in nurse training places — and the biggest ever hospital building programme 
is underway. When we came into office waiting lists were at a record level and rising, today they are falling. We have put in place new 
mechanisms for setting and raising standards in the NHS through NICE and the Commission for Health Improvement. 


Much remains to be done. All too often standards of care and levels of performance vary across the country so that many patients do 
not receive the care they need. We intend to work with the NHS, frontline staff as well as leaders of the professions, patients and managers 
to make sure that the additional resources we are providing deliver major improvements in patient care. Our proposals, worked up with 
the health service, will be published in the summer, in a new National Plan for the new NHS. 


The National Plan will set out the key measures and standards to drive improvements, and will set our vision for a 21st century NHS, 
fast, fair and convenient for patients. 


Rt Hon Alan Milburn mp 
Secretary of State for Health 
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Ministerial Responsibilities 


Secretary of State: | 
The Right Honourable Alan Milburn mp 


Overall responsibility for the work of the Department of Health; Individual responsibility for 
sponsorship including health exports; NHS finance; NHS resource allocation; NHS central 
budgets; Performance monitoring; Management costs and NHS efficiency; PFI and NHS 
capital; NHS Estates; Strategic communications. 


Minister of State for Health, MS (H): 
John Denham mp 


Responsibility for: NHS strategy and planning; NHS structure/organisation; Service 
reconfiguration; Commissioning; Waiting lists and times; Clinical quality inc NICE, CHI; 
Primary Care; General Medical Services; GP Walk-in centres; Human resources in the NHS; 
NHS pay and conditions; NHS Pensions Agency; Medical training and education; Medical 


workforce planning; Equal opportunities; Race equality; Regional NHS casework for London. 


Minister of State for Health, MS (C): 
John Hutton mp 


Responsibility for: Adult social services; Personal social services resources; Services for elderly 
people including NHS continuing care; Long term care; Services for carers; NHS/PSS interface; 
Health Action Zones; Services for people with mental illness; Special hospitals; Homeless 
mentally ill; Disabilities including people with sensory and learning disabilities; Children’s 
services; Adoption and fostering; Child protection; Children Act 1989; Children’s residential 
care; Children’s secure units/juvenile offenders; Child adolescent mental health services; 
Voluntary sector Section 64 Grants; Family issues; Statistics; Road Traffic (NHS Charges) Act; 
Regional NHS Case work for Northern & Yorkshire. 


Parliamentary Under-Secretary of State (Lords), PS (L): 
Lord Hunt of King's Heath 


Responsibility for Health services development; Renal services; National Service Framework 
for Diabetes; Pharmaceutical industry including the PPRS; Community pharmacy; 
Pharmaceutical services including prescribing and drugs bill; Medicines; Medical devices; 
Transplants; Blood; Research and Development; Procurement & NHS Supplies Authority; 
Spreading good practice; General dental services; General optical services; Counter-Fraud 
services; Nursing strategy including recruitment and retention; Professions Allied to 
Medicine; Defence medical services; Prison health care; Contingency planning (civil 
defence); Departmental Management including agencies; Regional NHS casework for Eastern 


& North West. 


Parliamentary Under-Secretary of State, PS (H): 
Gisela Stuart mp 


Responsibility for: NHS Direct; Millennium/Winter planning; Emergency services; 
Information technology; Confidentiality; Regulatory impact; EH health council; WHO; 
Council of Europe; Other international business; Complaints; Clinical negligence; CHCs; 
NHS Charter; Independent health care sector; Policy on NHS appointments; Regional 
casework for South East & South West; Drug misuse; Food safety and standards including 
FSA and GM Foods. 


Parliamentary Under-Secretary of State, PS (PH): 
Yvette Cooper mp 


Responsibility for Saving Lives: Our Healthier Nation; Public health in the NHS; Cancer; 
Coronary heart disease; Ethnic health; Health education and promotion; Health Development 
Agency; Health inequalities; Nutrition; Communicable diseases including AIDS; 
Immunisation; Women’s health and related issues; Maternity and child health; Health visiting 
and school nursing; Sure Start; Abortion; Family planning; Teenage pregnancies; Ethical issues; 
HFEA and related issues; Genetics and gene therapy; Spongiform encephalopathies; Public 
health bodies; Environment and health; Air quality; Radiation; Regional NHS casework for 
Trent & West Midlands. 


Anuasy saiddns 
pue Sulseyding SHN 


de IAILND 3X3 


JI18Nd Tale): 1) aly 


JUV 
IWIDOS 


a}EIOPIIIG d}e1OPIIIG 
Gey SUISINN 


Aouasy 
SadIAaq |PIIPay 


Aoussy 
JO1]UOD SaUDdIpayy 


Anuasy 
SUOISU3g SHN 


Anuasy 
a} $a}e1sj SHN 


a}e10PIIIG 
SUIUUe|d 


SUOIJEDIUNLWWOD 


spseog 
AJOSIAPY [ELA}SIUIY 


SYdLSINIW JAId GNV 
JLVLS AO AYVLAIYIAS 


e r 3700s oa 
Lac Rats 


Py : om 
= bs a pny 7 - 


1. Introduction 


hei The Department of Health is responsible for the 
stewardship of £45 billion of public funds. It advises Ministers on 
how best to use funding and other mechanisms to achieve their 
objectives, implements their decisions and supports Parliamentary 
and public accountability. Chapter 3 of this report provides 
information on the Government’s expenditure plans for 2000-01 
and Chapter 11 provides a breakdown of the spending 
programme. 


(Bes The health programme is funded mainly by central 
Government. The Department of Health sets overall policy on all 
health issues, including public health matters and the health 
consequences of environmental and food issues. It is also 
responsible for the provision of health services, a function which 
it discharges through the National Health Service (NHS) 
including independent contractors such as General Medical 
Practitioners (GPs), dentists, pharmacists and opticians. The NHS 
Executive is responsible for managing the performance against their 


statutory responsibilities. 


13 The Personal Social Services (PSS) programme consists 
largely of spending by local authorities. The Department of Health 
sets the overall policy for the delivery of PSS and provides advice 
and guidance to local authorities. The programme is financed in 
part by central Government grants and credit approvals, but most 
local authority PSS revenue expenditure depends on decisions by 
individual local authorities on how to spend the resources 


available to them. 


1.4 There are two complimentary documents to this report, 
published by the Department of Health: 


© The Annual Report of the Governments Chief Medical Officer”, 
which reports on the state of public health in England, 
explains changes in the factors which influence public health 
and identifies areas where improvements could be made; 
and, 


The Annual Report of the Chief Social Services Inspector”, which 
reports on the state of social care services in England and also 
describes the work done by the Social Services Inspectorate to 


improve standards. 


15 The Government also publishes a Government Annual 
Report”, which covers the delivery of the government’s 
programme to create a modern Britain and a decent and fair 


society. 


The Modernisation Programme 


1.6 The Government wants to transform the health and 
social care system so that it produces faster, fairer services that 
deliver better health and narrow health inequalities. The sustained 
increases in funding announced in the Budget provide the sure 
foundation for the sustained modernisation the health service 
needs. A step change in performance is expected to be delivered 
alongside the step change in resources. To drive forward the 
necessary reform a National Plan for the New NHS is being 
developed by health ministers, patients, leaders of the professions 
and frontline clinicians and managers. The plan, to be built around 
five challenges for the NHS will be published in the summer. 
Further details of the extra funding announced in the Budget can 
be found in Chapter 3, and Chapter 5 describes the modernisation 
process, including the five challenges for the NHS. 


LZ The modernisation process in the NHS is already 
underway. The policies that provide the foundations for reform are 
set out in the following publications: 


@ The White Paper The new NHS: modern, dependable” and the 
1999 Health Act’ which ended the internal market and put 
partnership, quality and performance at the heart of running the 


NHS; 


e The White Paper Saving Lives: Our Healthier Nation” which set 
targets and action plans to put improving health and tackling 
inequalities at the forefront of the NHS; 


@ The consultation Document A First Class Service: Quality in the 
new NHS” which set out a comprehensive framework to 
improve access to high quality care and to reduce unacceptable 


variations in service; and, 


e The White Paper Modernising Social Services: promoting 
independence, improving protection, raising standards" which 
paved the way for radical improvements in the quality, 
reliability and cost-effectiveness of social services. 


1.8 A great deal has already been achieved since the 
publication of these documents. This report records progress to 
date on the development and implementation of key policies across 
the NHS, Public Health and Personal Social Services which make 


up the component parts of the modernisation programme: 
® Modernising the NHS — Chapter 5; 

e Improving Quality and Working Together — Chapter 6; 

@ Tackling the Major Killers — Chapter 7; 

@ Saving Lives and Improving Health — Chapter 8; and, 

@ Caring for Vulnerable People — Chapter 9. 


Public Service Agreement 


Le The aims and objectives of the Department of Health are 
enshrined in the Public Service Agreement (PSA) which was 
published in the HM Treasury White Paper Public Services for the 
Future: Modernisation, Reform, Accountability’ in December 
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1998. Chapter 2 of this report sets out the aims and objectives, and 


records progress being made to achieve detailed targets. 


National Priorities Guidance 


1.10 Modernising Health and Social Services: National Priorities 
Guidance 2000-01 — 2002-03" (NPG) issued jointly to Health 
Authorities and Local Authorities in December 1999, identified 
the priorities and the action that will lead to the year-on-year 
improvement in services required to meet the aims of the 
modernisation programme. Reference is made to the National 
Priorities Guidance in throughout this report as it relates to policy 
development and implementation. (The NPG is also available on 


the NHS website at www.doh.gov.uk/npg/). 


2. Delivering better 
public services — 
progress 


2.1 In setting out its spending plans for 1999-2002, the 
Government set new priorities for public spending with significant 
extra resources in key services such as education and health. The 
Government is also committed to linking this extra investment to 
modernisation and reform to raise standards and improve the 
quality of public services. The White Paper, Public Services for the 
Future: Modernisation, Reform, Accountability?” (Cm 4181), 
December 1998 and its supplement’ published in March 1999 


(Cm 4315) contains the full range of the Government's objectives. 


o2 The White Paper, Modernising Government?*, published 
in March 1999 is a statement of the Government's vision for 
reform and modernisation of the delivery of public services. These 
principles provide a means of achieving the results of the PSA 


targets. 


The Department of Health Aim and Objectives 


Aim 
3 The Department of Health’s overall aim is to improve the 


health and well being of the people of England, through the 


resources available, by: 


© Supporting activity at national level to protect, promote and 


improve the nation’s health; 


® Securing the provision of comprehensive, high quality care for 
all those who need it, regardless of their ability to pay or where 
they live; and, 


® Securing responsive social care and child protection for those 


who lack the support they need. 


Objectives 
2.4 The key objectives in pursuing these aims are: 
A. To reduce the incidence of avoidable illness, 


disease and injury in the population. 
The Department of Health will do this by: 


® Working across government and with a range of agencies to 
improve the health of the public; 


© Providing accurate and accessible information on how to reduce 


the risk of illness, disease and injury; 


e Encouraging people to live healthily; and, 


© Raising standards and setting targets to galvanise and encourage 
widespread improvements in public health, and in particular a 
narrowing of current inequalities in health status. 


B. To treat people with illness, disease or injury 
quickly, effectively and on the basis of need alone. 


The Department of Health will do this by: 


@ Providing family health services which are accessible to people 


wherever they live; 


© Reducing the number of people waiting, and the time they have 


to wait, for treatment; 
© Improving clinical and cost effectiveness in the NHS; and, 


e Ensuring that the NHS prioritises treatments according to 
clinical need, not people's ability to pay, nor where they live, nor 
who is their GP. 


G To enable people, who are unable to perform 
essential activities of daily living, including those with 
chronic illness, disability or terminal illness, to live as full 
and normal lives as possible. 


The Department of Health will do this through the NHS 


programme by: 


® Providing care according to individual need regardless of 


organisational boundaries; 


Helping people to live independently, and supporting them 


wherever possible in their own homes; 


Giving people who need it access to effective care; and 


through Local Authority Social Services, by; 


Securing appropriate and effective social care for those who lack 


the means or other support to get the help they need. 


D. To maximise the social development of children 
within stable family settings. 


The Department of Health will do this by enabling local 


authorities, with resources and guidance, to: 


@ Secure appropriate and effective social care to prevent significant 


neglect or abuse and to support families; and, 


e Assume where necessary sufficient parental responsibility in 


relation to individual children. 


235 In addition the Department of Health has the following 


performance objectives; 


E To assure performance and support to Ministers 
in accounting to Parliament and the public for the overall 
performance of the NHS, Personal Social Services (PSS) and 
the Department of Health. 


F. To manage the staff and resources of the 
Department of Health so as to improve performance. 
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Public service agreement targets - PROGRESS 


2.6 Very good progress has already been made towards the 
Department's Public Service Agreement targets with most targets, 
for which an assessment can be made at this early stage, well on 
course to be achieved. Most significantly and in line with the 
Government’s manifesto commitment, there has been a steady 
reduction in the number of people on hospital inpatient waiting 


lists. 


yay f To complement the drive to reduce waiting lists, 24 first 
wave and 60 second wave pilots are up and running as part of the 
National Booked Admissions Programme which aims to improve 
the convenience of care and reduce the uncertainty of waiting by 
increasing the proportion of elective patients able to pre-book their 


appointment or treatment date. 


2.8 There has been, and will continue to be, improved access 
to fast and convenient services with the NHS working more 
efficiently and treating more patients than ever before. The 
introduction of NHS Direct, which now covers 65 per cent of the 
population, has proved a particular success. There have been over 
one million calls for advice and indications from an independent 
survey indicates that, of the callers surveyed, 97 per cent are 
satisfied with the service they receive. Between the Christmas and 
Millennium holiday period from 20th of December until 7th of 
January, NHS Direct took 209,000 calls which not only provided 
patients with immediate access to advice when they needed it but 
helped the NHS to continue to meet increase demand for 
services over the holiday period. The more recent launch of NHS 
Direct Online, which is an extension of the telephone-based 
service, has also proved very successful. The website is now 
receiving in the region of 150,000 hits a day. 


29 The first primary care Walk-in Centre was opened in 
Soho on 31 January 2000, with more to follow during the year. 
The centres provide a complementary service to the service 
provided by GPs. They have the potential to deal with minor 
illnesses and treatment for patients and encourage self-help 
allowing GPs to see patients who really need their training and 
expertise. By the end of this year there will be around forty dental 
access centres across the country where they are needed most, 
providing easy and convenient access to NHS dentistry relieving 
the most acute problems of access across the country. 


2.10 The National Institute for Excellence (NICE) has 
already begun to make key decisions, including its first appraisal 


— the fast track appraisal of the flu drug Relenza in October 1999. 


SRA 
the Department has published the White Paper, Saving Lives: Our 


Since the publication of Public Services for the Future?” 


Healthier Nation?” which set more challenging targets for 
cancer, CHD and related illnesses, accidents and suicide and 
replaced those originally published. It is the more challenging 
targets which are reported on in this Report. 


pa es 


required to meet the original published target to connect all GP 


In recognition of the extent and difficulty of the task 


practices to the NHSWNet, the Department has subsequently re- 


10 


scoped the implementation programme and is now making 
progress in ensuring that every computerised general practice will 
have a connection to the NHSNet by December 2002. 


2.13. Quality Protects, a three-year programme supported by 
a £375 million special grant, is beginning to transform children’s 
social services. Local Authorities submitted their second 
Management Action Plans in January 2000, less than a year into 
the programme. They show that Quality Protects is already making 
a difference. It has given a clear framework, with defined 
objectives and targets, for the planning and management of services 
for children. This has been borne out by the better quality and 
more complete information in this years Management Action 
Plans. Although it is too soon to obtain convincing evidence of the 
effects of Quality Protects there are some early indications that it 


is leading to tangible benefits for children. 


2.14 The recent in-year performance monitoring exercise led 
by the Social Services Inspectorate (SSI) Regional Offices (ROs) 
working closely with the NHS Executive ROs has also 
demonstrated that the majority of local authorities are making 
progress towards national priority objectives. In particular, it found 
good examples of joint working between health and social 


services to meet their joint priorities. There was evidence that: 


e Three-quarters of authorities are making good progress in 
developing their Mental Health Joint Investment Plans in 
partnership with NHS organisations and others; 


@ Over 400 schemes have been initiated to help in reducing 


suicide rates; 


@ Over 200 new community mental health services are being 


established; and, 


@ Over 80 per cent of authorities appear to have made significant 
progress in developing services to promote independence and 
to provide carers with support and services. 


25 


are on course, the Department recognises and is committed to 


Although much has already been done to ensure targets 


ensuring that all the targets will be achieved in full. 


2.16 


basis of the latest information available. 


Detailed target by target analysis is set out below on the 


Departmental objectives and public service agreement targets analysis 


Objective A: To reduce the incidence of avoidable illness, disease and injury in the population 


PSA Target 


Reduction in the death rate from cancer amongst people aged 
under 75 by at least 20 per cent by 2010 from a baseline of 139.7 
deaths per 100,000 population for the three years 1995 to 1997. 


Reduction in death rate from heart disease and stroke and related 
illnesses amongst people aged under 75 years by at least 40 per 
cent by 2010, from a baseline of 139.6 deaths per 100,000 
population for the three years 1995 to 1997. . 


Reduction in the death rate from accidents by at least 20 per cent 
by 2010, from a baseline of 16.2 per 100,000 population for the 
three years 1995 to 1997. 


Reduction in serious accidental injury relating to admission to 
hospital by at least 10 per cent by 2010, from a baseline of 
197,000 admissions for the financial year 1995-96. 


Reduction in the death rate from suicide and undetermined injury 
by at least 20 per cent by 2010, from a baseline of 9.1 deaths per 
100,000 population for the three years 1995 to 1997. 


Measure 


Death rate from cancer 
amongst people aged 
under 75. 


Death rate from heart 
disease and stroke and 
related illnesses 
amongst people aged 
under 75. 


Death rate from 
accidents and adverse 
effects. 


Hospital admissions for 
serious accidental injury 
requiring a hospital stay 
of four or more days. 


Death rate from suicide 
and undetermined 


injury. 


Progress 


Not yet assessed as there are insufficient data points 


to establish a trend. 


Not yet assessed as there are insufficient data points 


to establish a trend. 


Not yet assessed as there are insufficient data points 


to establish a trend. 


Not yet assessed as there are insufficient data points 


to establish a trend. 


Not yet assessed as there are insufficient data points 


to establish a trend. 


Objective B: To treat people with illness, disease, or injury quickly, effectively, and on the basis of need alone 


PSA Target 


Achieve the Government's commitment to reduce NHS inpatient 
waiting lists by 100,000 over the lifetime of the Parliament from 
the March 1997 position of 1.16 million, and deliver a consequential 
reduction in average waiting times. 


Ensure everyone with suspected cancer is able to see a specialist 
within two weeks of their GP deciding they need to be seen 
urgently and requesting an appointment for all patients with 
suspected breast cancer from April 1999 and for all other cases of 
suspected cancer by 2000. 


Establish NHSDirect, so that everyone in England has access to a 
24-hour telephone advice line staffed by nurses by December 2000. 


Improve access to and quality of primary care services through 
investment in line with locally agreed Primary Care Investment 
Plans. Key targets are: 


a) Increase equity in the national distribution of GPs. From growth 
of approximately 0.6 per cent whole-time-equivalent GPs in 
1997 over 1996, there will be progress towards a national 
average annual increase of 1 per cent whole-time-equivalent 
GPs by 2002, using a range of new initiatives and with local 
variations to take account of the need to concentrate on 
deprived and remote areas; 


b 


aS 


Increase investment in practice staff - 500 new practice nurses 
will be appointed by 2002; 


Improve the quality of primary care premises targeted towards 
areas of deprivation, resulting in improvements to 1,000 premises 
nationally by 2002. 


Measure 


Number of patients on 
NHS waiting lists. 


Percentage of patients 
with suspected breast 
cancer and other 
cancers able to see a 
specialist within 2 
weeks. 


Percentage of the 
population will access 
to NHS Direct. 


Percentage national 
average annual 
increase in GPs. 


Number of new 
practice nurses. 


Number of GP 
premises improved. 


Progress 


On course: 


On course: 


On course: 


On course: 


On course: 


On course: 


1.108 million, December 1999 
data. 


96.4 per cent for breast cancer, 
December 1999 data. Data for 
other cancers not yet available. 


65 per cent, December 1999 data. 

100 per cent coverage target has 

been brought forward to October 
2000. 


1.2 per cent growth, September 
1999 data. 


127, September 1999 data. 


Plans are for 317 premises to be 
improved this year. 
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PSA Target 


Connect all GP surgeries which use clinical computer systems to the 
NHSnet by the end of 1999 and all other surgeries by the end of 
2002, so that more information and services can be offered closer 
to people's homes. As at November 1998, less than 10 per cent of 
GP practices were directly connected to NHSnet. 


Improve the quality and effectiveness of treatment and care in the 
NHS by establishing the National Institute for Clinical Excellence by 
1 April 1999, with a view to it producing at least 30 appraisals of 
new or existing technologies per annum and guidance from 2000- 
01. The impact of the appraisals and guidance will be assessed by 
the use of performance indicators. 


Improve the responsiveness of NHS services by taking account of 
the views of patients and other users obtained through annual 
surveys of patient and carer experience. Surveys of different client 
groups and services will be repeated at appropriate intervals. The 
first survey focuses on patient experience of both general practice 
and hospital services and started during 1998. 


Achieve efficiency and other value for money gains in the NHS 
equivalent to 3 per cent per annum of Health Authority unified 
allocations a year for the next three years. 


The NHS Executive to ensure that all NHS Trusts set a target of at 
least 3 per cent in 2000-01 for procurement savings and that 
delivery of these savings is monitored. 


Increase the average generic prescribing rate of all practices in 
England to 72 per cent by the end of March 2002, compared to the 
position at the quarter ending September 1998 of 63 per cent. 


Move at least half of those practices with a generic prescribing rate 
currently below 40 per cent to above that level by the end of 
March 2002, from a baseline of 598 practices < 40 per cent to 295 
practices < 40 per cent. 


A 50 per cent reduction in prescription charge evasion (compared 
to 1998 levels) by the end of 2002-03. 


£15 million savings from action on contractor fraud (representing 
£6 million in cash recoveries and £9 million in prevention savings) 
over the period 1999-00 to 2001-02. 


12 


Measure 


Percentage of GP 
surgeries connected to 
NHSnet. 


Number of appraisals 
of new or existing 
technologies. 


Results of surveys. 


Annual Value of 
efficiency gains as a 
proportion of health 
authority unified 
allocations. 


Assessed as part of the 
national efficiency 
targets (unit costs) and 
calculated on a regional 
basis. 


Percentage generic 
prescribing rate of GP 
practices. 


Proportion of GP 
practices with a generic 
prescribing rate below 
40 per cent moved 
above 40 per cent. 


Percentage reduction in 
prescription charge 
evasion. 


Increase in amount 
recovered from action 
on contractor fraud and 
reduction in money lost 
through prescription 
fraud perpetrated by 
NHS contractors. 


Progress 


Slippage: 


Achieved: 


Achieved: 


Slippage: 


On course: 


Achieved: 


On course: 


The original milestone for this 
target was removed and the 
programme re-scoped. However, 
progress is now being made with 
around 2200 GP practices — 23 
per cent having a connection, 
December 1999 data. 


Established 1/4/99. 

First appraisal (Relenza) published 
October 1999. Second on 
wisdom teeth published 

March 2000. 


GP Survey 
Results published October 1999. 


Questionnaire issued 
to 110,000 CHD patients. 


Expert reference group 
established. 


1.8 per cent, December 1999 
data. Improvement is expected 
in March 2000 data. 


at December 1999. 


70 per cent, September 1999 
data. 


266 < 40 per cent, September 
1999 data. 


Not assessed — data not yet available. 


Not assessed — data not yet available. 


Objective C: To enable people who are unable to perform essential activities of daily living, including those with 


chronic illness, disability or terminal illness, to live as full and normal lives as possible. 


PSA Target 


Promote independence by reducing nationally the per'capita rate of 
growth in emergency admissions of people aged over 75 to an 
annual average of 3 per cent over the five years up to 2002-03, 
compared with an annual average rate of 3.5 per cent over the last 
five years. 


Improve the delivery of appropriate care and treatment to patients 
with mental illness who are discharged from hospital and reduce 
the national average emergency psychiatric re-admission rate 

by 2 percentage points by 2002 from the 1997-98 baseline of 
14.3 per cent. 


Achieve efficiency and other value for money gains in Personal 
Social Services expenditure equivalent of 2 per cent in 1999-00 and 
2000-01 and 3 per cent in 2001-02. 


Prevent the unnecessary loss of independence amongst older 
people by, as a first step, putting in place action plans in all local 
authorities, to be jointly agreed with the NHS and other local 
partners, covering prevention services, including respite care, by 
October 1999 


PSA Target 


Improve the continuity of care given to children looked after by 
local authorities by reducing to no more that 16 per cent in all 
authorities, the proportion of such children who have three or more 
placements in one year by 2001. As many as 30 per cent of 
children currently experience 3 or more placements per year in 
some authorities, within a national average of 20 per cent. 


Improve the educational attainment of children looked after by 
local authorities, by increasing to at least 50 per cent by 2001 the 
proportion of children leaving care aged 16 or above with a GCSE 
or GNVQ qualification and to 75 per cent by 2003. Information 
from surveys indicates that at present the proportion of children 
looked after who gain qualifications can be as low as 25 per cent. 


Reduce the proportion of children who are re-registered on the 
child protection register by 10 per cent by 2002 from the baseline 
for the year ending March 1997 of 19 per cent of children on the 
child protection register being re-registered. 


Measure 


Annual average per 
capita rate of growth in 
emergency admissions 
of over 75 year olds. 


Average emergency 
psychiatric admission 
rate. 


Value of efficiency and 
other value for money 
savings. 


Percentage of Local 
Authorities with action 
plans. 


Measure 


Percentage of 
authorities with more 
than 16 per cent of 
children looked after 
who have 3 or more 
placements. 


The percentage of 
children leaving care 
with a GCSE or GNVQ 
qualification. 


The proportion of 
children registered 
during the year on the 
Child Protection 
Register who had been 
previously registered. 


Progress 


On course: 


On course: 


On course: 


Achieved: 


_ Objective D: To maximise the social development of children within stable family settings 


Progress 


On course: 


-0.2 per cent, December 1999 
data. 


12.5 per cent, December 1999 
data. 


2.07 per cent estimated at 
September 1999 


100 per cent at October 1999. 


18.7 per cent, March 1999 data. 


Not assessed data not yet available. 


On course: 


15 per cent, March 1999 data. 
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Departmental operations and PSA productivity target analysis 


Objective E: To assure performance and support to Ministers in accounting to Parliament and the public for the 
overall performance of the NHS, Personal Social Services (PSS) and the Department of Health. 


= 
af Objective F: To manage the staff and resources of the Department of Health so as to improve performance. 
are) 
Sie 
‘bo PSA Target Measure Progress 
c 
ed 
G > 
= a Achieve efficiency and other value for money gains in Delivery of the Business On course: The Department has delivered its 
ra) Departmental operations equivalent of 2.5 per cent in 1999-00, Plan objectives within business plan, and absorbed 
2000-01 and 2001-02 while fulfilling the Department's business the running costs significant additional pressures, 
plan within the running costs total (measured by the annual rate of settlement. within a financial allocation which 
gain). necessitated efficiency and other 
value for money gains of at least 
2.5 per cent. The Department is 
on course to deliver similar gains 
in 2000-01 and 2001-02. 
Payment of all undisputed invoices within 30 days or the agreed Percentage of On course: 95.5 per cent between April and 
contractual terms if otherwise specified (measured by percentage of | payments made on December 1999. 
payments paid on time). time. 
To continue to regularly and systematically review services and Percentage of services Achieved: Better Quality Services?” Programme 
operations over a 5-year period, in line with Government policy in reviewed. agreed September 1999. 


the handbook Better Quality Services”. \t will agree a programme by 
September 1999 setting out which services will be reviewed each 
year, with the intention to review at least 60 per cent of services by 


March 2003. 
To put forward proposals by 31 March 1999, on measures to Percentage of business | On course: Capability of 98 per cent — Central 
increase the proportion of the Department's business undertaken undertaken IT Unit's website Autumn 1999. 


electronically in line with the Government's commitment to increase electronically. 
such business to 25 per cent by 2002. 


As part of the new Framework for Managing Human Resources in Ratio of violent Not assessed — data not yet available. 
the NHS, targets for managing sickness absence have been set incidents to total 
consistent with the Cabinet Office recommendations of a reduction numbers of staff. 


of 20 per cent by April 2000. Performance improvement targets will 
also be set for NHS Trusts on Managing Violence to Staff in the 
NHS aimed at reducing the levels of absence due to sickness or 
injury caused by violence. 


To propose targets for reducing staff sickness absence by February The number of sick On course: Target figure of 7.9 days per staff 
1999 which will be agreed with the Cabinet Office by June 1999. days per staff year. year by 2001 and 6.8 days by 
2003 being set. 


The Department of Health will also be taking steps to improve the 
effectiveness of internal purchasing, based on the 
recommendations of the CSR report on improving civil government 
procurement. New IT systems will be introduced to improve 
procurement, and better training and guidance will be given to 
staff. Key targets are: 


a) Decisions on best use of the Government Procurement Card in Decision made within On course: Pilot use of the Government 
the Department by January 1999; time scale. Procurement Card in progress. 
b) Creation of a procurement database giving information on Establishment of a On course: Live pilot site established in July 
suppliers to the Department of Health staff by March 1999; database onto which 1999. On course to link database 
suppliers can enter to information website. 
details through the 
Internet. 
c) Creation of a website giving information on Department of Establishment of a Achieved: Website went live December 
Health procurement to suppliers by December 1999. website that is 1999. 


accessible, by suppliers, 
through the Internet. 
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Modernising Government action plans 


2d In December 1999 the Prime Minister agreed an action 
plan drawn up by the Civil Service Management Board (all 
Permanent Secretaries, chaired by Sir Richard Wilson). This action 
plan will drive the reform of the Civil Service so that it can deliver 
the improvements in public services required by Modernising 
Government®®. It includes a range of actions for departments 
under six key themes: 


® Stronger leadership with a clear sense of purpose; 
© Better business planning from top to bottom; 

@ Sharper performance management; 

e A dramatic improvement in diversity; 


e A Service more open to people and ideas, which brings on 
talent; and, 


@ A better deal for staff. 
2.18 


these and other areas to ensure it can improve its service to the 


The Department of Health is making great strides in 


public and meet the challenges of the 21st century. 


Policy Decisions 
29) 


Government’” White Paper was that the Government would 


One of the key recommendations in the Modernising 


ensure that policy making delivered “creative, robust and flexible 
policies, focused on outcomes”. Action to achieve this includes 
producing and delivering an integrated system of impact 
assessment and appraisal tools in support of sustainable 
development, covering impacts on business, the environment, 
health and the needs of particular groups in society. This system 
is currently being developed at an inter-departmental level, and in 
the meantime Departments are being encouraged to make more 
use of the available tools. The Department of Health, through its 
Intranet, made available to all of its staff at the beginning of the 
year a checklist for policy makers that includes all of the available 


impact assessment and appraisal systems. 


Change Programme 
220 


which aims to improve the way the Department manages work 


The Departmental Board is driving a change programme 


and people. This includes: 
® Encouraging forward thinking; 
® Focusing more sharply on outcomes; and, 


® Making more contact with the outside world and become more 
inclusive, both in respect of the workforce and in the way 


policies are developed and implemented. 


2 


priorities includes: 


Action already taken or in hand to address strategic 


© A statement of purpose and objectives developed in wide 
consultation with staff and agreed by Ministers; 


e A business planning system linking resource allocations to CSR 


objectives based on a peer review process; and, 


® A statement of core values in the form of a New Understanding 
which links with the statement of purpose. 


Lee Work to embed the core values includes: 


@ A staff survey programme was commissioned to establish a 
baseline, set targets and measure progress. The result of the 
survey was announced in February 2000 and a programme of 
action is being developed in partnership with staff to address the 
issues raised. Progress will be measured by subsequent annual 


Surveys, 


® An increased focus on learning and management development, 
starting at the top with upward feedback to the Departmental 


Board members; 
® An audit of all-departmental systems and practices; and, 


e An ambitious Better Quality Services’? programme for a 
fundamental review of all Departmental business over a five year 


period to test and improve the quality of its work. 


Doe 


the Department’s workforce includes: 


Action being taken to achieve much greater diversity in 


@ The Permanent Secretary chairing a cross-departmental team 
with strong representation from under-represented groups, 
which is developing an action plan for the whole Department; 


© Local work area plans being used as the basis, identifying 
corporate priorities which will include awareness training in 


diversity issues for all managers; 


® Targets are being set to help ensure our workforce reflects the 


diversity of the people we serve — particularly at senior levels; 


© The appointment of a race equality adviser for the Department 
and also one for internal HR issues to lead the Personnel 


Division Valuing Diversity Unit; 


® Work to modernise and strengthen our skills through better 
interchange, external recruitment and training and development 


in key areas such as project management and policy skills; and, 


® Following the whole Department's accreditation as an Investor 
in People (IIP) in January 1999, a team of staff are being trained 
to act as IIP assessors to help the process of continuous 


organisational improvement. 


Regulatory Impact Assessments 
2.24 


impact seriously. There is a strong commitment throughout the 


The Department takes the question of regulatory 


Department and its Agencies to remove unnecessary regulation and 
to ensure that any future legislation is necessary and proportionate. 
The importance of adopting the Better Regulation Task Force's five 
principles of good regulation (transparency, accountability, 
targeting, consistency and proportionality) is accepted as an 
integral part of the Department’s work. But the need to maintain 
a careful balance of interests is also recognised. It is important for 
the Department to strike the right balance between protecting 
public health and safety, the vulnerable and those at risk whilst 
avoiding unnecessary burdens on business, charities or voluntary 


organisations. 
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22D The Department is not a major regulatory department. 
Of the three Bills and 27 Regulations introduced in 1999, only 
two Bills (The Health Bill and the Care Standards Bill) and four 
Regulations imposed costs on business, charities or voluntary 
bodies. Eleven Regulatory impact assessments were published. The 
Department also reviewed 38 administrative forms sent to 
businesses and the voluntary sector. This resulted in abolition of 
12 forms and simplification of 13. The Department plans to review 
a further 11 forms in 2000. 


2.26 


part in achieving the Department’ aims. Negotiations between the 


Non-regulatory solutions also played an important 


Department of Health and the pharmaceutical industry 
represented by the Association of the British Pharmaceutical 
Industry (ABPI) concluded with agreement on a new voluntary 
Pharmaceutical Price Regulation Scheme. The new voluntary 
scheme is backed up by powers in the Health Act to impose 
statutory price and profit controls on those companies that elect 
not to sign up to the scheme, and to make regulations setting out 
penalties for contraventions of the scheme. The Medicines 
Control Agency also published revised guidance notes on 
manufacturers’ and wholesale dealers’ licences that revised and 


clarified guidance on the law. 


POPs 
2000) will be bound by the principles of good regulation, which 


The Food Standards Agency (established in spring 


Ministers have undertaken to write into the Agency’s statutory 
statement of objectives and practices. The Food Standards Act 
places a duty on the Agency to act reasonably and proportionately 
in pursuing its main objective of protecting public health. If the 
Agency fails in this duty, it may be given directions by Ministers. 
This provides a guarantee to businesses that they will be treated 


fairly. (See also Chapter 14) 


2.28 The principles of good and effective regulation also 
underpinned the Health Bill and the Care Standards Bill and the 


four Regulations which imposed costs on business. 


PD Ip 


information on the resulting proposals and action, was also made 


Summaries of views and information collected, with 


available to stakeholders and interested bodies. 


2.30 


negotiated and implemented Protocol Documents and 


During the year the Medicines Control Agency 


Memorandums of Understanding with a number of Government 
Departments and outside bodies (such as the ABPI) setting out a 
joint intention to work together and liaise on areas of mutual 
interest. Others are planned, including one with Local Authority 
Co-ordinating Body on Food and Training Standards (LACOTS). 
Work in partnership with Local Authorities to increase consistency 
in enforcement and encourage adoption of the Enforcement 
Concordat (a blueprint for fair, practical and consistent 
enforcement practice throughout the country) also continued. On 
under-age tobacco sales (and other age restricted products), officials 
worked with LACOTs to develop an enforcement protocol for use 
by local authorities. This advocates acting in accordance with the 


Enforcement Concordat. 
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wok The Department is also committed to running training 
days for local Trading Standards Officers on tobacco related 
enforcement issues in the year 2000. Trading Standards Officers 
will be advised to act in accordance with the principles of the 
Enforcement Concordat. To date three of the Department's 
enforcement bodies have adopted the Concordat (Human 
Fertilisation and Embryology Authority, Central Council for 
Education and Training in Social Work, Department of Health 
Unit responsible for non-NHS clinics and hospitals approved to 
perform termination of pregnancy and pregnancy advice bureaux). 
The Medicines Control Agency and the Medical Devices Agency 
hope to be able to adopt the Concordat later in 2000. (See also 
Annex F) Ministers have also given a commitment that the 
National Care Standards Commission in England (to be 
established in 2001) will adopt the Concordat. 


Pima 


regulatory impact assessments. 


Plans for post-implementation reviews are set out in 


Information Age Government 
Ss 


considerable success over the last decade and has a modern network 


The Department of Health has invested in IT with 


used by all staff for daily business, policy work, information access, 
and external communication. The Department is ensuring that the 
NHS and Social Care interests are represented on the various 
Information Age working groups, including call centres, digital TV, 


smart cards, and the Government Secure Intranet. 


2.34 


May and November, on its progress towards meeting the 


The Department has reported twice during 1999, in 


Government's target of 25 per cent electronic capability. In May 


five targets were set for the Department covering: 
@ NHS Direct; 
@ Electronic Patients’ Records; 


@ PRODIGY (a computerised decision support system for 
GPs); 


® Connectivity to the NHSNe¢; and, 
® Cascading of the Chief Medical Officer’s Urgent 


Communications electronically. 


2.35 
operation of the Medicines Control Agency's Access to Regulatory 
Information on Medicines System (AIM 6). On the basis of the 
data gathered, the Department has achieved an average of 98 per 


In November a sixth target was added covering the 


cent electronic capability on the targets. It is planned to raise this 
to 100 per cent by 2002, and the Department will be looking to 
revise the current range of targets it has set. 


2.36 


to develop knowledge management and evidence-based policy 


As part of the Department's Intranet strategy, which seeks 


making within the Department, all staff have access to the 
Government Secure Intranet via the DH Intranet. Access to the 
Internet and the NHSweb (the NHS Intranet) is also available to 
all, as well as facilities for knowledge sharing through business unit 


and community of interest Intranet websites. 


2.37 In November the Department launched its Government 
Secure Intranet (GSI) website which includes information from 
the Government’s Chief Medical Officer and the Department’s 
policy and briefing database the Comprehensive Health 
Information Project (CHIP) will be added shortly. 


2.38 New performance monitoring arrangements for social 
services were initiated by the Social Care Regions in spring and 
autumn 1999. In the autumn exercise, 98 per cent of performance 
communications were handled electronically. 
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3. Expenditure 


Cash Plans 


3.1 The Department of Health is responsible for the 
stewardship of £45 billion of public funds. This Chapter provides 
detailed information on the Government's expenditure plans for 
2000-01 and on the four year settlement for NHS expenditure 
announced in the Budget. A breakdown of the spending 
programme can be found in Chapter 11. 


ce Figure 3.1 summarises the cash plans for the 
Department of Health. More detailed cash plan information is 
provided in Annex A. Figure 3.2 summarises local authority 


expenditure. 


a Details of spending on health and PSS programmes in 
Scotland is published in Jnvesting in You: The Annual Expenditure 
Report of the Scottish Executive®”. A breakdown of total 
Government expenditure on these programmes within the UK and 
past years is given in Table 1.2 of the Public Expenditure 
Statistical Analysis°”. Annex B to this report summarises recent 
expenditure trends and future spending plans for the NHS in the 
UK. 


3.4 This Report reflects the simplification of the Supply 
Estimates°” which is published by HM Treasury. However, 
additional information previously contained in the Supply 
Estimates” can be found in Annex D. 
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Figure 3.1: Summary Cash Plans 


£ million 
Vote 1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 2000-01 2001-02 
Section outturn outturn outturn outturn outturn estimated plan plan 
Departmental Programmes in Departmental Expenditure Limits 
Health Services 
1A National Health Service hospital, community health, 
family health (discretionary) and related services 
and NHS trusts “ 26,396 27,661 28,472 30,025 31,933 34,939 38,955 40,880 
1B-F National Health Service Family Health Services 
(non-discretionary) 3,402 3,505 3,700 3,846 3,940 4,264 4,155 4,866 
2A-G Departmental administration “” 333 325 297 281 261 291 300 301 
Food Standards Agency 
PA NHS Purchasing & Supplies Authority 
3 2G MCA Trading Fund 8 1 1 1 
i: 2H-J Central health and miscellaneous services 459 495 527 Sil) 470 BRA 573 643 
x Departmental Unallocated Provision 250 4,273 
Total health services 30,590 31,985 32,997 34,664 36,612 40,066 44,233 47,964 
Other services 
2K Personal social services 32 30 30 32 3} 34 36 34 
2L-V_ Central government grants to local authorities 831 Tee 638 532 674 600 622 IA3 
Credit approvals 140 145 105 69 54 Sys 56 56 
Total Department of Health 
Departmental Expenditure in Departmental 
Expenditure Limits 91,593) 32,933 33,769) 35,2975 37,376 40,757 44,947 48,766 
Of which: 
Central government's own expenditure 30,031 31,615 32,944 34.611 36,687 40,055 43,815 47,619 
Public corporations (excluding nationalised 
industries) 590 401 83 85 —51 44 454 378 
Central government support to local authorities O72 918 743 607 728 657 677 768 
Trading funds 8 7 1 1 
Welfare to Work Expenditure in Departmental 
Expenditure Limits 
2W Welfare to Work # # # 
Main departmental programmes in Annually 
Managed Expenditure 
3A Pensions Oy. 614 647 627 2A) ' 644 701 35> 
Food Standards Agency Departmental 
4 Expenditure Limit © 2 18 -6 # 4 —13 81 74 


1 Following the review of NHS Procurement the functions of the NHS Supplies Authority, previously funded out of HCHS revenue, will be divided 
between two new organisations from the 1 April 2000. The NHS Procurement and Supplies Agency which will be funded from DH administration and the 
NHS Logistics Authority funded from HCHS revenue. 


2 Of the £2,597 million additional money for the NHS in 2001-02 announced in the Chancellor's Budget £1,023 million remains unallocated and is 
included in the DUP. Allocation of this money is dependent on the service proposals of the National Plan for the NHS due for publication in the summer. 


3 From 7 April 2000 (Vesting Day) the FSA will become a new non-Ministerial Government Department. It will have a separate class and vote (Class II, 
Vote 4). 


4 The expenditure in this table relates to the 2000-01 Supply Estimates for Class II Votes, 1,2,3 and 4. 
5 Totals may not sum due to rounding. 
6 Cash amounts below £0.5 million are not shown but indicated by a #. 
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Figure 3.2: Local Authority Expenditure 


£ million 


1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 
outturn outturn outturn outturn outturn estimated 


Department of Health 
Main Local Authority (LA) expenditure 
Current spending 


Personal social services ) 6,618 7,327 7,943 8,454 9,058 9,692 
Port Health © 4 4 4 4 
Total current spending 6,622 7,331 7,947 8,458 9,058 9,692 


Capital spending 


Personal social services 156 160 136 107 O5 147 
oO 
_ Total net capital spending 156 160 136 107 95 147 ia 
of which: 3 
Gross spending 201 200 193 150 142 206 a 
Gross receipts -45 -40 -57 -43 -47 59 ms 
Total Local Authority expenditure 6,778 7,491 8,083 8,565 9,153 9,839 


1 LA PSS expenditure did not form part of the control total until 1993-94, except for the element of central government support within it. This was 
described in the Statistical Supplement to the 1992 Autumn Statement (Cm2219). 


2 From 1993-94 includes additional resources for community care reforms. 
3 From 1997-98 figures for port health are no longer separately identifiable and will be covered by DETR returns. 


The Health and Personal Social Services * Central Health and Miscellaneous Services (CHMS), providing 
Programmes services which are administered centrally, for example, certain 
public health functions and support to the voluntary sector; 
3.5 The health and social services programmes consist of: ; 
aah ¢ Provision of social care by local authorities, supported by the 
* NHS Hospital and Community Health Services, and Department of Health and the Department of Environment, 
discretionary family health services. This covers hospital and Transport and the Regions’ programmes; and, 


community health services, prescribing costs and discretionary iol ile ; 
general medical services funded from Health Authority Unified  ° Administration of the Department of Health. 

Allocations, and other centrally funded initiatives, servicesand 3.6 Provisions for these programmes appear in the 2000-01 
special allocations managed centrally by the Department of Supply Estimates®” for Class II. 

Health (such as service specific levies which fund activities in the 


areas of education and training and research and development); 


¢ NHS Family Health Services (FHS) non discretionary, covering 
the remuneration of general medical practitioners, the cost of 
dental services, general ophthalmic services and most fees and 


allowances for dispensing and pharmaceutical services; 
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NHS Expenditure Plans 


awh The Government is committed to a modernised NHS 
able to deliver fast, convenient and high quality services. 
Delivering a modern NHS will need both investment and 
reform. Following the decisions taken in the Comprehensive 
Spending Review in 1998 and this year’s Budget, the Government 
has provided a step change in the resources available for the NHS. 
The next four years will see the largest, sustained increase in NHS 
funding. Over this period average annual real terms growth in 
NHS expenditure will be 6.3 per cent. This is a significant increase 
over the historical levels of growth, over the last 25 years annual 


increases have on average reached only 3.2 per cent. 


Figure 3.3: NHS Net Expenditure (England) 1996-97 to 
2003-04 


3.8 These sustained increases in funding provide the secure 
platform for the modernisation the NHS needs. Increased 
investment neeeds to go hand in hand with reform. Details of the 
modernisation programme for the NHS are set out in the 


following chapters of this report. 


se) Figure 3.3 sets out NHS net expenditure in England for 
the period in 1996-97 to 2003-04. Over the period covered by the 
1998 Comprehensive Spending Review and the Year 2000 
Spending Review (1999-2000 — 2003-04) NHS expenditure will 


grow by over 50 per cent in cash terms — 35 per cent in real terms. 


£ million 
4996-97 1997-98 1998-99 1999-00 2000-01 2001-02 2002-03 2003-04 
outturn outturn outturn estimated plan plan plan plan 

outturn 
Net NHS Expenditure 32,997 34,664 36,612 40,066 44,234 47,964 52,026 56,424 
Year on Year Cash Growth 1,667 1,948 3,454 4,167 3,731 4,062 4,398 
Net percentage real terms change (%) 2a 2 6.8 8.0 5.8 5.8 5.8 
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National Health Service, England — By area of 
Expenditure 


3.10 Figure 3.4 shows the areas in which funds are spent. By 
contrast the presentation in Annex B reflects the classification used 
for technical reasons when funds are voted by Parliament for the 
NHS. Figure 3.3 differs from presentations of expenditure by area 
in previous Departmental Reports. This is to reflect the move in 
1999-2000 to Unified Health Authority Allocations (see also 
paragraph 11.12) and therefore prescribing costs and expenditure 
on discretionary general medical services are now included in 
Hospital and Community Health, Family Health (discretionary) 
Services. Full details of the adjustments made to the figures in 
Annex A to produce the presentation are given in the notes to the 
tables. UK expenditure figures are given in Annex B to this report. 


Figure 3.4: National Health Service, England — by area of expenditure 


£ million 
1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 2000-01 2001-02 
outturn§ outturn § outturn outturn outturn estimated plan plan 
| outturn 
Departmental Programmes In Departmental Expenditure Limits 
National Health Service Hospitals community health, family health 
(discretionary) and related services and NHS trusts 
Current expenditure “ 
Gross 25,876 27,310 28,690 30,757 32,951 35,740 39,176 40,826 
Charges and receipts ” . -1,319 -1,363 -1,536 -1,801 -1,804 —1'956 =1,929 —1,967 
Net 24,906 25,947 27,154 28956 31,147 33,784 37,247 38,864 
Net percentage real terms change (%) - Dee 1.4 37 4.2 5.8 7.8 1.8 
1) 
Capital expenditure °) 3 
Gross 2,049 1.996 Tat 1 1539 1,286 1,528 2,071 2,367 z 
Charges and receipts —208 -282 =3 93 —471 —500 —373 —363 =357 3 
Net 1,840 1,714 1,318 1,068 786 Py Ress: 1,708 2,016 ra 
Net percentage real terms change (%) - -9.5 25.5 —21.2 -28.8 43.4 44.6 soy 
Total 
Gross 27,924 29,306 30,401 32,297 34,237 37,268 41,247 43,193 
Charges and receipts ” 1,528 -1,645 -1,928 -2,272 -2,304 =—2,529  “=2, 292 ~ =2 372 
Net 26,396 27,661 28/72  30:025 31,933 34,939 38,955 40,880 
National Health Service Family health services (non-discretionary) ‘* 
» Current expenditure 
Gross 4,075 4,192 4,383 4,558 4,704 5,060 4,954 R592 
Charges and receipts -674 —687 -683 -713 -764 -796 -799 -726 
Net 3,402 3,505 3,700 3,846 3,940 4,264 4,155 4,866 
Net percentage real terms change (%) = On 2.3 tei -0.8 5.6 4.7 14.2 
Departmental administration 
Current expenditure 
Gross 336 332 306 295 289 299 312 273 
Charges and receipts -20 -20 —22 —28 -37 -27 -20 -19 
Net 316 311 284 268 252 Zhe 293 295 
Capital expenditure 
Gross a 14 13 13 2 19 8 8 
Charges and receipts 0 0 0 0 0 0 0 0 
Net 47 14 13 13 2 18 8 8 
Total 
Gross 353 345 a12 309 298 318 320 S20 
Charges and receipts -20 -20 —22 -28 -37 -27 -20 -19 
Net 333 325) 27. 281 261 291 300 307 
MCA Trading Fund ‘ 
Current expenditure 
Gross 0 0 0 0 0 0 0 0 
Charges and receipts 0 0 0 0 0 0 (0) 0 
Net 0 0 0 0 0 0 0 0 
Capital expenditure 
Gross 0 0 0 10) 8 1 4 1 
Charges and receipts 0 0 0 0 0 0 0 0 
Net 0 6) ) 0 8 1 1 
Total 
Gross 0 16} O 0 8 1 1 1 
Charges and receipts 0 0 0 0 0 0 0 
Net O 0 fe) 0 8 1 q 
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Figure 3.4: National Health Service, England — by area of expenditure (continued) 


£ million 
1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 2000-01 2001-02 
outturn outturn outturn outturn outturn estimated plan plan 
outturn 
Central health and miscellaneous services 
Current expenditure 
Gross 530 579 616 622 628 694 668 750 
Charges and receipts -78 -92 -99 -116 -167 -136 -120 -114 
Net 452 487 517 505 461 558 549 636 
Capital expenditure 
Gross Hf 8 S) 8 S) 14 24 He 
Charges and receipts 0 0 0 0 (0) 0) 0 0 
Net 7. 8 ©) 8 9 14 24 7 
Total 
Gross 537 587 625 629 637 708 692 757 
Charges and receipts —78 =92 =99 -116 —167 =136 -120 -114 
Net 459 495 527 513 470 5/1 573 643 
Total National Health Service 
Current expenditure “ 
Gross 30.817 32,412 33,995, 36)2325) 738/572 41,793 45,111 47,480 
Charges and receipts =—2'092  —2)1626 —2:339" 23653 2 771 2,915 -2,867 -2,827 
Net 28,725. 30,250 31,656 33/575 35,800 38,878 42,244 44,659 
Capital expenditure “) 
Gross 2,073 2,018 1,734 1,560 I Pe 1,561 2,103 2,383 
Charges and receipts -208 —282 SSE) -471 —500 -373 -363 =351 
Net 1,865 1,736 1,341 1,089 812 1,188 1,740 2,032 
Departmental Unallocated Provision of which: 250 L273 
Unallocated Budget Addition 1,023 
Total 
Gross 32,890 34,430 35,729 37,793 39,883 43,354 47,464 51,136 
Charges and receipts —2,300 -2,445 -2,732 -3,129 -3,271 -3,288 -3,230 -3,772 
Net 30,590 31,985 32,997 34,664 36,612 40,066 44,234 47,964 
Net percentage real terms change(%) = 1.6 —0.1 22 25 6.8 8.0 28 


1 2001-02 figures are not yet finalised for individual programmes as a further £1,023 million is still to be allocated between programmes (see footnote 7). 
Detailed allocations between programmes for 2001-02 will be completed in the light of the National Plan for the NHS. 

2 Funding for that element of trusts’ capital expenditure which they fund from their charges to health care purchasers (£975 million in 1994-95, 

£1,053 million in 1995-96, £1,106 million in 1996-97, £943 million in 1997-98, £966 million in 1998-99, £1,020 million in 1999-2000, 

£1,001 million in 2000-01 and an estimated £1,192 million in 2001-02) included within HCHS capital here, is included within the HCHS Current 

DEL in Annex A1 (Cash Plans). 


3 Includes trust receipts/charges. For current, £300 million in 1994-95, £331 million in 1995-96 and £388 million for 1996-97 and £459 million for the 
years 1997-98 to 2001-02. For capital, £51 million in 1994-95, £72 million in 1995-96, £116 million in 1996-97, £231 million in 1997-98, £157 million 
in 1998-99, £123 million in 1999-2000, £209 million in 2000-01 and £226 million in 2001-02. 

4 HCHS capital includes all NHS trust capital expenditure, i.e. that funded from charges to health care purchasers (see note 1) and that financed from their 
External Finance Limits (EFLs), £590 million in 1994-95, £401 million in 1995-96, £83 million in 1996-97, £85 million in 1997-98, £51 million in 1998- 
99, £44 million in 1999-2000, £454 million in 2000-01 and £378 million in 2001-02. 

5 Figures for FHS non-discretionary expenditure between 1998-99 and 2001-02 are not directly comparable because of transfers to the FHS discretionary 
provision, principally to fund successive waves of Personal Medical and Personal Dental Service pilots. The appropriate transfers form the planned 
provision for 2001-02 cannot be identified at date of publication. 

6 MCA figures from 1994-95 reflect the reclassification of expenditure following the move to Trading Fund status. 

7 Of the £2,597 million additional money for the NHS in 2001-02 announced in the Chancellor's Budget £1,023 million remains unallocated and is 
included in the DUP. 


8 Totals may not sum due to rounding. 
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Bal Figure 3.5 compares net expenditure on the NHS in 
1999-2000 with the planned expenditure figures for 1999-2000 
published in last year’s report. 


Figure 3.5: Comparison of Net NHS Expenditure Plans 
for 1999-2000 with those in last year's Departmental 


Report (Cm 4203) 

£ million 

Departmental Departmental 

Report Report 
2000-01 1999-00 1999-00 
Figure 3.4 Figure 2.3 difference 
HCHS current 33,784 28,288 5,496 
HCHS capital 1,155 17399 —244 
FHS current “ 4,264 9,041 -4,777 
Departmental administration ° 292 291 1 
CHMS 571 584 =13 
DUP 0 100 —100 
NHS Total 40,066 39'703 363 


1 From 1999-2000, allocations for FHS discretionary expenditure on GMS 
drugs form part of the unifed allocations to Health Authorities and are now 
included in HCHS current. 


2 For consistency includes MCA. 
3 Totals may not sum due to rounding. 


B12 The main areas of change (£10 million or over) to the 
spending plans for the various parts of the programme are shown 


in Figure 3.6. 


Figure 3.6: Main areas of change (£10 million or over) to the spending plans presented in last 
year’s Departmental Report (Cm4203) 


1999-2000 Diference 


HCHS current 5,496 including: 4,826 transfer of FHS discretionary, including prescribing costs, to 
Unified Allocations 


114 take up of EYF 
267 transfer from HCHS capital 

50 transfer of trust non voted expenditure 

50 transfer to from HCHS capital of the IM&T Modernisation Fund 
—49 transfer to FHS non discretionary 
134 allocation from the Reserve for generic drugs & clinical negligence 
100 take up of departmental unallocated provision 


HCHS capital —244 including: 14 addition from the HMT Capital Modernisation Fund 
114 take up of EYF 
-50 transfer to HCHS revenue from trust non-voted expenditure 
-267 transfers to HCHS revenue 
—5 transfer to Department of Education and Employment 
-50 transfer to HCHS revenue of the IM&T Modernisation Fund 


FHS non discretionary -4,777 including: -4,826 transfer of FHS discretionary, including prescribing costs, to 
Unified Allocations 
49 transfers from discretionary spend to FHS non discretionary 


CHMS -13 including: ~11 Net of transfers with HCHS revenue 


1 Totals may not sum because only those changes over £10 million are included. 
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NHS Expenditure Trends 
co Net Expenditure on the NHS in 1999-2000 is forecast 


to be £40,066 million in cash terms, an increase of 6.8 per cent 
in real terms (measured by the GDP deflator) since 1989-90. The 


gross figure is forecast to be £43,354 million in cash terms. 


Figure 3.7: Growth in Real Terms in NHS Gross 
Expenditure (1998-99 prices) 


Expenditure £ million 
50,000 


30,000 
20,000 


10,000 


94-95 95-96 96-97 97-98 98-99 99-00 2000-01 2001-02 


Years 


3.14 The largest part of NHS spending is on Hospital and 
Community Health Services, discretionary family health services 
and related services. For 1999-2000 the estimated outturn 
position is forecast to be £33,784 million net on current 
expenditure and £1,155 million on capital expenditure. Within 
the HCHS total, the total for non-discretionary FHS accounts for 
£4,264 million net. The remainder will be spent on Central Health 
and Miscellaneous Services and Departmental Administration. 
Figure 3.8 contains the breakdown of NHS Gross Expenditure, 
1999-2000. (Estimated outturn) 


Figure 3.8: NHS Gross Expenditure, 1999-2000 
(Estimated Outturn) 


CHMS 2% (£708m) Departmental 
: é | administration 1% 
HCHS capital 4% (£1,528m) (£318m) 


FHS current, 


non-discretionary ~ 


12% (£5,060m) 


HCHS current and 
FHS discretionary 81% 
(£35,740m) 


Total £43,354 million 
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NHS Sources of Finance 


3.15 The NHS is financed mainly through general taxation 
with an element of National Insurance contributions. In 1999- 
2000 it is estimated that 90 per cent of gross NHS spending in 
England will be met from these two sources: 77 per cent from the 
Consolidated Fund, that is, from general taxation, and 13 per cent 
from the NHS element of National Insurance Contributions. 
Decisions taken in public spending rounds relate to the total 
amount of spending to be financed through public expenditure. 
Changes in sums raised by the NHS element of National 
Insurance Contributions (for example, because of an increase in 
earnings) therefore do not in themselves provide more or fewer 
resources for the NHS in total, but merely change the balance of 
funding between the taxpayer and the contributor. The remainder 
of the NHS Expenditure comes from charges and receipts, 
including land sales and the proceeds from income generation 


schemes. 


3.16 Figure 3.9 represents NHS sources of finance for 
1998-99 and Figure 3.10 shows the trend in sources of finance for 
the NHS from 1989-90 to 2001-02 


Figure 3.9: NHS Sources of Finance 1998-99 
(Total £42,131 million) 


Charges 2% (£885m) 


Capital refunds from 
NHS trusts 7% (£2,991m) 


NHS contributions 
13% (£5,393m) 


Miscellaneous 1% 
(£548m) 


Consolidated 
Fund Expenditure 77% 
(£32,314m) 


Figure 3.10: NHS Sources of Finance), 1988-89 to 2001-02 


Consolidated 


Percentages unless otherwise shown 


Financial Total Total NHS Total Charges Capital Miscellaneous 
Year Funding Public Fund Contributions from other refunds from 

(£m) | expenditure sources NHS trust 
1988-89 ASASHIEA Sor 80.1 5.4 4.3 35 = def 
1989-90 21,088 94.1 LD 16.6 bg 45 ~ 1.4 
1990-91 a /Oo2 94.5 78.8 er 5.6 45 = est 
1991-92 26,954 94.7 80.7 14.0 5.6 41 = At 
1992-93 29,856 95.0 81.8 AS ee Sed, = [BS 
1993-94 el PRs) 94.7 . 82.0 | PARA 5.4 3.1 far 1.4 
1994-95 33,266 94.5 82.4 12.1 5.6 2.4 22 1.0 
1995-96 34,878 94.3 82.1 12.2 5.8 as 25 1.0 
1996-97 36,330 O37 81.5 12.2. 6.3 20 3.0 ley 
1997-98 38,110 94.2 81.6 12.6 5.8 2.1 27 1.0 
1998-99 42,131 89.5 76.7 12.8 10.5 Qe 7.1 ies. 
1999-00) 43,068 91-9 Fe Pe| 12.8 8.1 2.4 2.0 4.1 
2000-01? 47,845 89.6 IZ tae 10.4 aA) 5.1 3.4 
2001-02) 50,007 89.6 ~ - 10.4 = = == 


1 The changes in the proportions between ‘Total Public’ and ‘Total from other sources’ is largely due to changes in accounting practice and the 
incorporation of Trust Debt Remuneration and the capital repayments by NHS Trusts in ‘Total from other sources’ figures. 


2 Figures for 1999-00 to 2001-02 are based upon gross and net data provided in table 3.4. 
3 Mainly pay bed charges, prescription charges, dental charges and similar revenue income collected centrally by health authorities. Pay bed charges and 


similar income collected locally by NHS trusts is not included. 


4 Capital refunds to NHS trusts were not identified separately prior to 1993-94. 
5 Mainly health authorities and (from 1999-2000) Trust debt remuneration. 


6 Main estimates. 


Other Sources of NHS Funding 
Road Traffic (NHS Charges) Act?” 
oN ey The Road Traffic (NHS Charges) Act”, which 


introduced the necessary changes to recoup in full the cost of 
treating road traffic victims to the NHS, was passed by Parliament 
in March 1999. The new scheme came into operation in April 


1999 and is expected to have raised £16.5 million up until the end 
of 1999. 


Complementary sources of funding 


New Opportunities Fund 


3.18 
the National Lottery. This included the creation of a new good 


The National Lottery Act” set out plans for reforming 


cause, the New Opportunities Fund, which provides 
complementary funding for health, education and the 
environment. The Fund has provided £232.5 million in England 
(£300 million UK) to support a series of targeted initiatives, one 
of the first of which is to establish a network of healthy living 
centres which offer families and individuals fitness checks, fitness 
routines and advice on diet and healthy lifestyles. These centres will 
share a common objective to help people improve their health and 
wellbeing, both physically and mentally, with the support of their 
local health authority, of local GPs and other health providers. All 
of the funding has to be committed by 2002 for projects which can 
last up to 2007. 
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3.19 In England a further £116 million (£150 million UK) Figure 3.12: Growth in Real Terms in Net Current 
has since been made available from the New Opportunities Fund Expenditure on Personal Social Services, 1989-90 to 
(NOF) to fund a programme of cancer prevention, detection, 1999-2000 

treatment and care which builds on local fundraising efforts to 


provide equipment, improve access to screening and treatment, and 
Index 1989-90 = 100 


200 


to help individuals and families cope with the impact of cancer on 
their lives. (For more information on cancer services see 
paragraphs 7.1 to 7.8.) 

150 
Personal Social Services (PSS) expenditure 


3:20 The Department of Health provides resources for the 100 
delivery of high quality social care through local authorities and 
other agencies. The resources provided for PSS from the 


50 
o . . . 
5 Department's public expenditure programme are shown in 
— 
" Annex A. Chapter 8, Caring for Vulnerable People contains 
a « ° Fy “ F O 
x information on policy developments relating to personal social 989. 1990. 1991. 1992- 1993- 1994- 1995- 1996- 1997- 1998- 1999- 
90 91 #92 «93 94 «#95 «#3%96 97 98 99 ° 00 


services and Chapter 11 paragraphs 11.29 to 11.34 contain 


; ee Years 
details of PSS revenue provision. 


a1 Figure 3.11 shows total local authority current and 
capital expenditure on PSS. Between 1989-90 and 1999-2000 
local authority PSS net current expenditure has increased by 82 per 
cent in real terms. The growth in net current expenditure is 


illustrated in Figure 3.12. 


Figure 3.11: Expenditure on Local Authority Personal Social Services 


£ million 


1989-90 1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 
outturn outturn outturn outturn outturn estimated budget 


outturn 
Current expenditure 
Gross ‘?) 4,204 7,503 8,393 9,263 9,984 - - 
Charges “ 483 886 1,079 1,320 1,530 - - 
Net (2? 
Cash S72 6,617 7,314 7,943 8,454 9,059 9,692 
Real terms °? 5,298 7,648 8,216 8,644 8,949 9,285 9,692 
Capital expenditure 
Gross 224 194 200 180 150 142 206 
Income 67 48 40 44 43 47 SN!) 
Net AST 146 160 136 107 95 147 
Total local authority expenditure 
Gross 4,428 7,697 8,593 9,443 10,134 = - 
Charges/income BS) 934 1-119 1,364 1,573 - - 
Net 3,878 6,763 7,474 8,079 8,561 9,154 9,839 


Source: RO and RA LAs’ Returns 
1 Gross expenditure and income from charges figures are not available for 1998-99 and 1999-00. 


2 The net figures quoted in this table for 1994-95 and 1995-96 exclude capitalised redundancies, which are included in Figure 3.2. 
3 At 1999-00 prices. 
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4. Investment 


Strategic policy context 


4.1 The overall aim of the Department of Health is to 
improve the health and well being of the people of England with 
the resources available. In July 1998 the Chancellor of the 
Exchequer announced the results of the Comprehensive Spending 
Review, which included nearly £8 billion worth of capital 
investment in the NHS over the period 1999-02. This capital 
investment would be targeted towards modernising the 
infrastructure of the NHS through expenditure on new hospitals, 
plant and equipment. The Departmental Investment Strategy 
document Capital Investment Strategy for the Department of Health“ 
published in 1999 set out the context and strategy of how the 
Government planned to use capital investment to develop and 
maintain the modern infrastructure which is at the core of better 
health and social services. The Department will continue to take 
this forward through a subsequent Departmental Investment 
Strategy document which will be published during Autumn 2000. 


4.2 The capital infrastructure plays a crucial role in the 
provision of services to patients and substantial sums of public 
money are directed to funding and maintaining buildings and 
equipment. NHS capital resources will rise to £2.6 billion in 2000- 
01 including land sale receipts and investment generated through 
the Private Finance Initiative (PFI), which represents a record level 


of investment. 
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NHS Capital Spending 1999-2000 to 2001-02 


4.3 Figure 4.1 summarises the Department’s capital 
expenditure plans. Figure 4.2 provides information on the 
sources and application of Hospital & Community Health 
Services (HCHS) capital for 1999-2000 and 2000-01 


Figure 4.1: NHS Capital Spending, 1999-2000 to 2001- 
2002 


£ million 
1999-00 2000-01 2001-02 
Forecast Plan Plan 
outturn 

Hospital and Community Health Services 
Government spending 55 1,708 2,016 
Percentage real growth 44.6 152 
Receipts from land sales 375 363 Bi 
Percentage real growth -4.8 5.7 
PFI investment 400 710 790 
Percentage real growth 73.6 8.6 
Other NHS spending 33 a2 16 
Percentage real growth 5.2 -51.2 
Total 1,961 2,813 3ylss 
Percentage real growth 40.3 10.0 


1 Real Terms Growth calculated using GDP deflator of 2.5%. 
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Figure 4.2: Sources and Applications of HCHS Capital: 
1999-00 and 2000-2001 


£ million 
1999-00 2000-01 


Forecast Plan 
outturn 

Sources: 
Net Capital HCHS Expenditure “ 1,155 1,708 
plus 
NHS trust capital receipts 123 209 
Retained estate receipts 250 154 

Total receipts 373 363 
Gross HCHS Capital Expenditure 1,528 2,071 
Applications: 
Retained estate costs ” 34 Pie 
NHS trust capital receipts spent as capital °) 123 211 
Non NHS trust capital spend 106 160 
Initial transfers to Revenue ° 201 220 
NHS trust voted expenditure capital 1,064 1,455 
Total Capital Applied 1,528 2,071 
Financing of NHS trust capital: 
Depreciation © 1,020 1,001 
External Financing Limit (EFL) 44 454 
Total NHS trust voted capital 1,064 1,455 
plus: 
NHS trust capital receipts spent as capital 123 209 
GP fundholder cash lag adjustment 100 - 
Total Capital Spent by NHS trusts 1,287 1,664 
Financing of EFL: 
Net borrowing from Secretary of State voted 
in estimates 94 454 
Change in market borrowing (non-voted) 50 - 
EEE 44 454 


1 The figure for 2000-07 is after the transfer to revenue of the IM&T 
Modernisation Fund (£240 million) and Ambulance Response Times (£23 
million). 
2 These are the costs associated with the maintainance and and disposal of 
the NHS retained estate funded from gross capital receipts on the retained 
estate. 
3 These are the capital receipts generated from the sale of NHS trust 
assets. These receipts can be spent in addition to those voted in Estimates. 
4 Includes centrally held budgets, Health Authority Capital Cash Limits 
and High Security Psychiatric Hospitals. 
5 This is to cover: 

(i) the higher capital threshold in the NHS; 

(ii) capital expenditure on Joint Finance and GMS which are recorded 
as revenue as they are spent by a third party. 
6 The element of capital charges included in HCHS revenue but earned by 
NHS trusts in prices and used to finance capital expenditure. 
7 £100m was transferred to revenue representing a technical adjustment 
for GPFH payment lags. This does not reduce spending on capital by NHS 
trusts. 


8 Figures may not sum due to rounding. 


Priorities for Capital Investment in 2000-01 


4.4 In 2000-01 HCHS capital resources will rise to a 
record level of £2.6 billion including land sale receipts and 
investment generated through the PFI. The funding will be used 
to continue the programme of modernisation of buildings and 
investment in modern and reliable equipment and the facilities that 
are required for modern health care delivery. 


4.5 The £2.6 billion total investment includes £710 million 
which will be generated through PFI, £122 million from the 
Treasury Capital Modernisation Fund (see paragraphs 4.16 to 
4.22), £1.1 billion for general regional allocations, and £168 
million has been specifically earmarked to fund the following 
priorities: 


® Reductions in Waiting Lists & Times — £90 million; 
® Renal Services — £10 million; 

® Cancer — £30 million; 

® Pathology — £15 million; 

® Coronary Heart Disease (CHD) — £20 million; and, 
® Ambulance Response Times — £3 million. 


4.6 The £90 million for waiting lists and times will be 
applied to schemes which support a sustainable reduction in 


waiting lists and times such as: 


@ The purchase of equipment to improve throughput and to 
remove bottlenecks; 


© Schemes which speed investigation and diagnosis; and, 


® Schemes which improve the organisation of outpatient services 


including booking and clinic management systems. 


af The £10 million for renal services will bring on line new 


facilities to improve patient access to haemodialysis services. 


4.8 The £30 million for cancer is the first tranche of a three- 
year £100 million programme of investment in cancer services to 
pay for the most up-to-date equipment to diagnose cancer more 
quickly, and to treat it more accurately. This will include new 
generation CT scanners which are used in the diagnosis of 
tumours, and to provide for simulators and planning computers 


to support good quality, modern radiotherapy care. 


4.9 The £15 million for modernisation of pathology is to 
reconfigure the service and improve quality and efficiency, thus 
recognising the critical role laboratories play in evidence based care 


for patients and protecting public health. 


4.10 The £20 million for CHD will be used to support the 
implementation of the National Service Framework published 
March 2000. £10 million is to support action to increase the 
numbers of revascularisation procedures and £10 million is to 
support the development of rapid access clinics for new onset chest 


pain. 


4.11 The £3 million for ambulance response times forms part 
of a larger £21 million package to ensure that ambulance services 


are able to achieve the most important of their new performance 
targets, that of responding to 75 per cent of immediately life 
threatening calls within 8 minutes by the end of March 2001. 


4.12 From within the general capital allocations available to 
Regional Offices the following objectives will be addressed: 


® Elimination of mixed sex accommodation to continue the 
programme started last year in order to meet the Government's 


manifesto commitment; 


® Compliance with fire safety, and other statutory requirements 
to continue the programme started last year; 


® Compliance with Section 21 of the Disability Discrimination 
Act; 


® Compliance with best practice on decontamination facilities 


against Variant CJD; and, 


© Investment which helps Health Action Zones achieve their 


agreed objectives. 


4.13 Further to this year’s Budget statement, the Government 
will be investing more resources into capital expenditure, details 


of which will be announced during the year. 


Maximisation of Block Capital 

4.14 The use of block capital is again to be maximised in 
2000-01 to bring about tangible improvements in the standard of 
facilities for staff and patients across the NHS, and to prevent 
expenditure being focused on a small number of large schemes. 
Regional Offices have been instructed to ensure that at least 55 per 
cent of the capital resources available to them in 2000-01 is 
allocated as block. This means that, other than in exceptional 
circumstances, individual NHS trusts will receive an increase to 


their block allocation. 


Restrictions on Capital to Revenue Transfers 


4.15 As in 1999-2000, a limit has been set on capital to 
revenue transfers in 2000-01 to restrict the amount of capital 


which is transferred to support revenue expenditure. 


Treasury Capital Modernisation Fund 


4.16 The Treasury Capital Modernisation Fund is a 
competitive bidding process run by HMT which was set up to 
support innovative capital investment projects. 


4.17 There have been two rounds of bidding. In the first 
round, the NHS received £394 million spread across the three 
years 1999-02. The funding will be used for: 


@ Faster and more convenient services; including primarily 


dental access centres and Walk-In Centres; 
© The modernisation of accident and emergency units; and, 
® Facilities and equipment to treat cataracts. 
Faster and more convenient services 


4.18 This includes: 
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® Dental Access Centres: 


The centres will provide both emergency and routine services, 
and will be set up in a number of locations, including high 
streets, clinics and some of the new primary care Walk-in 


Centres; and, 
e NHS Walk-in Centres: 


Thirty-six nurse nurse-led Walk-in Centre pilot sites covering 
10 million people have been given approval in principle. The 
first Walk-in Centre opened on 31 January 2000 in Soho, more 
will follow during the year. (See also paragraphs 5.27 to 5.29.) 


Accident and Emergency Modernisation 


4.19 


emergency departments in England are undergoing expansion, 
gency g 


Under this programme, three quarters of accident and 


refurbishment or upgrading of current facilities or equipment. 
£115 million has been committed to this programme between 
1999-2000 and 2000-01. The objectives of the project are to: 


@ Upgrade every accident and emergency department that 


needs it; 


e Advise accident and emergency departments on preparedness 
for the Millennium and winter pressures; and, 


® Develop and assess proposals for taking forward the 
modernisation of accident and emergency services, focusing ON 


better working practice and links with other services. 


4.20 
scheduled for completion by the end of 1999 with the remainder 
to be completed by 2001. 


Around 25 per cent of the schemes were completed or 


Facilities to Treat Cataracts 


4.21 


units mostly at hospital sites, for diagnosis and pre-operative 


The project aims to provide 50 dedicated cataract 


assessment and day case surgery. This project will receive 
£12 million in 2000-01 and £8 million in 2001-02. The 
objective of this project is to boost facilities to enable: 


e Waiting times to be reduced to 6 months from referral to 
treatment; 


® More cataract operations to be carried out (from around 


170,000 up to 250,000); and, 
e A shift towards booked appointments and admissions. 


4.22 


Modernisation Fund was carried out during the autumn of 1999 


The second round of bidding to the Treasury Capital 


and the outcome of the second round will be announced during 
2000. 


Public Private Partnerships 


4,23 
work in partnership with the private sector on the PFI. The PFI 


The Government committed itself in its manifesto to 
is now firmly established as a key component of the Government's 


strategy to modernise the NHS. On current plans the PFI will 
provide over £700 million of capital investment in 2000-01. 
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4.24 In 1999-2000 the final ‘first wave’ and the first of the 
second wave of major PFI schemes successfully reached financial 
close and started work. Sixteen major PFI schemes which are now 
under construction, representing nearly £1.3 billion of new capital 
investment. This year has also seen the PFI model successfully 
working to deliver a number of small and medium sized mental 
health and community schemes, for example a new £3 million 
community hospital in Dawlish, Devon, and a £13 million project 
for new mental health facilities at North Staffordshire Combined 
Healthcare NHS Trust. 


4.25 


guidance and a standard contract form for PFI projects in 


The NHS Executive published new comprehensive 


December 1999. This incorporates the lessons learnt from the early 
schemes and all the policy developments on PFI under this 
Government. Improvements to the procurement process and 
standardisation will improve value for money in PFI projects at the 


same time as reducing time and transaction costs. 


4.26 


smaller scale projects of this type. There are currently over 74 


There is demand in the NHS for many more major and 


schemes with a capital value of £1 million or over testing for PFI, 
representing nearly £2.5 billion of further potential investment. 
Work has begun on the possibilities for extending the scope of PFI 
to help with much needed investment in other areas, such as 
primary care and developing new models of Public Private 
Partnership (PPPs) which could make smaller schemes more 
attractive to the private sector, for example through “batching” 


several health centres together. 


Capital Prioritisation 
4.27 


million are submitted to the Capital Prioritisation Advisory Group 
(CPAG) for consideration. The schemes are assessed by CPAG 


who report to Ministers who then prioritise them on the basis of 


All investment schemes with a capital value over £25 


health service need. The CPAG process is currently under review 
with a view to improving the way major investment schemes are 


brought forward. 
4.28 


schemes have been announced. This includes 32 PFI schemes 


To date, three tranches of prioritised major capital 


which are expected to provide capital investment of almost £3.4 
billion, and 17 of these schemes are already being built. Figure 4.4 
lists all the major schemes given the go ahead since 1 May 1997. 


Figure 4.4: Capital Value of Major Schemes given 
go-ahead since 1 May 1997 


£ million 
/ Capital Value 


Scheme 


PFI Schemes that have reached final close: 


Dartford & Gravesham NHS Trust 94 
Carlisle Hospitals NHS Trust 65 
South Buckinghamshire NHS Trust 45 
Norfolk and Norwich NHS Trust . 158 
North Durham Health Care NHS Trust 61 
Greenwich Healthcare NHS Trust 93 
Calderdale Healthcare NHS Trust 65 
South Manchester University Hospitals NHS Trust 66 
Bromley Healthcare NHS Trust 118 
Wellhouse NHS Trust 54 
Worcester Royal Infirmary NHS Trust 87 
Hereford Hospitals NHS Trust 64 
South Durham Healthcare NHS Trust 41 
South Tees Acute Hospitals NHS Trust 122 
Swindon & Marlborough NHS Trust 96 
Kings Healthcare NHS Trust 64 
Leeds Community NHS Trust 47 
St Georges Hospital NHS Trust 49 
Total PFI Schemes that have Reached Financial Close 1,388 


Other Prioritised PFI Schemes: 
Central Manchester Healthcare NHS Trust and Manchester 


Children's Hospital NHS Trust 250 
Dudley Priority Hospitals NHS Trust 68 
West Berkshire Priority Care NHS Trust 29 
Newcastle Upon Tyne Hospitals NHS Trust 124 
Walsgrave Hospitals NHS Trust & Coventry Healthcare NHS Trust 181 
West Middlesex University Hospitals NHS Trust 33 
University College London Hospitals NHS Trust 274 
Barts & The London NHS Trust 462 
Leeds Teaching Hospitals NHS Trust 125 
The Radcliffe Infirmary NHS Trust 71 
Havering Hospitals NHS Trust 148 
Portsmouth Hospitals NHS Trust 75 
Blackburn, Hyndburn & Ribble Valley Healthcare NHS Trust ae 
Southern Derbyshire Acute Hospitals NHS Trust 177 
Royal Hull Hospitals NHS Trust 25 
Gloucestershire Royal NHS Trust 32 
Total yet to reach Financial Close 2,126 
Publicly Funded Schemes: 

Rochdale Health Care NHS Trust 24 
Royal Berkshire & Battle Hospital NHS Trust 74 
Central Sheffield University Hospitals NHS Trust 24 
Guys and St. Thomas’ NHS Trust 50 
Total Publicly Funded 172 
Total Capital Investment Given Go-Ahead 3,686 


1 Figures may not sum due to roundings. 
2 Capital value of PFI schemes is defined as: 

Total Capital Cost to the Private Sector includes the cost of land, 
construction, equipment, and professionals’ fees but excludes VAT, rolled 
up interest and financing costs such as bank arrangement fees, bank due 
diligence fees, banks' lawyers fees and third party equity costs. 


As PFI procures a service, capital values shown are necessarily estimates. 


Asset Utilisation 


4.29 The NHS has operated a system of full capital charging 
for a number of years. The system requires that Trusts pay a 6 per 
cent charge on capital to Treasury to represent the opportunity cost 
of capital. These charges are then redistributed back to Health 
Authorities on a weighted capitation basis. At a national level, the 
6 per cent charge is cost neutral. However, at a local level the 
charges encourage the efficient use of capital by Trusts and place 


incentives on them to dispose of underused or expensive capital. 


4.30 The Department continues to examine ways of making 
best use of the substantial asset base available to the NHS. For 
example, NHS Trusts are being encouraged to look at performance 
indicators which allow them to assess and make informed 


judgements on the efficiency and condition of their assets. 


Asset Disposals 


4.3] When NHS Trusts were established, property that was 
not required by Trusts in the long term was held by Secretary of 
State for Health and marked for disposal. This “retained estate” 
has an estimated value of over £2 billion in 1991-92. In addition 
to this, Trusts are responsible for identifying and arranging 
the disposal of their surplus assets. Actual and forecast 
capital receipts are shown in the Main Expenditure by Area Table, 


(Figure 3.4). 
Invest to save budget 


Round One 
4.32 The HM Treasury Invest to Save Budget was introduced 


to encourage partnership and cross-boundary working by 
Government Departments. In 1999, the Department of Health 
working with the Home Office and the Department of the 
Environment, Transport and the Regions secured additional 
resources of nearly £8 million over three years to pilot schemes to 
test the feasibility of joint control centres for ambulance, police, 
fire and coast guard services. Three pilot sites have since been 


selected: 

e Wiltshire Emergency Services; 

® Gloucestershire Constabulary; and, 
® Cleveland Emergency Services. 


4.33 Each of the pilots are now engaged in the process of 
constructing new sites and systems to allow the new joint teams 


to work together. 


Round Two 


4.34 In addition to Government Departments, the invitation 
to submit bids to the Invest to Save Budget Round 2, was extended 
to Local Authorities and Health Authorities. The Department of 
Health submitted a total of 33 project bids including those from 
health authorities and local authority social services departments. 
A high proportion of these sought to improve joint working and 
sharing of information between health services and local authority 
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social services. HM Treasury announced in February 2000 that 20 


projects sponsored by the Department had been successful and 


would be awarded a total of nearly £7.8 million additional funding 


over the next three years. The successful projects are: 


North Yorkshire HA - Prevention and rapid response to rural 


accidents; 
Gateshead Metropolitan Council — Beyond 2000; 


Huddersfield NHS Trust — Inter-Agency use of integrated 


electronic information system; 


North Lambeth Primary Care Group — Sexual health advice for 


young people in Brixton; 


Birmingham Health Authority — Single integrated child health 
database; 


Essex Social Services — Help line for health and social services; 


Medway Council — Positive parenting network for Medway 


children; 


Trafford Metropolitan Borough Council — Empowering 
Parents; 


Leeds City Council — Community care centre; 


Partnership in Action Barnsley — Improving care and treatment 
of people in their own homes; 


Norfolk Health Authority — One-stop service access facilities; 


Braintree District Council — Colne Valley Healthy Living 
Project; 


London Borough of Croydon — One-stop facility for older 
people. Unnecessary barriers currently present in the statutory 


agencies; 


Somerset Health Authority — Integrated information system for 
mental health; 


NHS Executive London Regional Office — Data transfer of 
mental health risk assessment; 


Harrow Social Services Department — Harrow Partnership 
Source; 


Nottingham Health Authority —- CITYNET — community 
based Intranet; 


Hampshire County Council - IT to support “24 hour” Social 


Services; 


City of Stoke on Trent - Communicating with the community; 
and, 
Thurrock Council — NHS Information Sharing. 
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5. Anew 
modernisation 
programme 


Introduction 


51 More than ever people place a high value on health. If we 
fall ill, we want services that are of the highest quality, fast, fair and 
convenient. [he Government wants to see a modernised health 


service that meets these demands. 


a2 The sustained increases in NHS funding announced in 
the Budget provide the stable platform for modernising the NHS. 
But modernisation is about more than money, it is also about 
reform. The NHS is already undergoing a radical transformation, 
over the last two and a half years the key structures to support 
sustainable change have been put in place — abolishing the internal 
market and emphasising quality and partnership. But more needs 
to be done if we are to see a step change in performance 
alongside the increases in resources. This chapter sets out the 
proposals to step up the pace of reform through a new ‘National 
Plan for the NHS’ and goes on to describe the key reforms that 
have replaced the internal market and improved access and 
convenience of health services. The drive to improve quality, the 
other main axis of the Government’s modernisation programme, 
is set out in Chapter 6. 


A National Plan for the New NHS 


Dad The Government wants to work in partnership with 
NHS staff, professions and patients to make sure the extra 
resources announced in the Budget are used to deliver major 
improvements in patient care. Leaders of the professions as well 
as patients, front line clinicians and managers will work alongside 


Ministers to draw up a National Plan for the New NHS. 


5.4 The plan, to be published in the summer, will address 
the five key challenges for the NHS: 


© Partnership — making all parts of the health and social care 
system work better together and ensuring the right emphasis at 


each level of care; 


® Performance — improving both clinical performance and 


health service productivity; 


® Professions and the wider NHS workforce — increasing 


flexibility in training and working practices and removing 


demarcations, in the context of major expansion of the health 


care workforce; 


® Patient care — which has two components: ensuring fast and 
convenient access to services the system; and empowering and 
informing patients so that they can be more involved in their 


Own Care; 


© Prevention — tackling inequalities and focusing the health system 
on its contribution to tackling the causes of avoidable ill-health. 


an Six modernisation action teams involving senior national 
stakeholders, will address these challenges. They will focus on how 
NHS modernisation can be taken forward and to examine the 
changes needed to raise performance and standards. They will have 
a specific remit to address variations in performance and standards 
across the care system as a major contribution to tackling health 
inequalities. Frontline staff who are modernising local services to 
produce faster and better care for patients will be involved in this 


work, 
The new NHS: modern, dependable” 


5.6 The Government’s key manifesto commitment for the 
NHS was to end the internal market so that “if you are ill or 
injured there will be a national health service there to help; and 
access to it will be based on need and need alone — not on your 
ability to pay, or on who your GP happens to be or on where you 
live”. The White Paper The new NHS: modern, dependable" 
which was published in December 1997 said that the NHS must 
be faster and more convenient, with high standards everywhere. 
The NHS must be a genuine one-nation health service, combining 
social justice and economic efficiency. The White Paper heralded 
the end of the internal market and put partnership, quality and 
performance at the heart of running the NHS. 


oY 2 The Health Act°?’, which received Royal Assent on 30 


June 1999, made the necessary changes to the law to provide for: 


e The abolition of the GP fundholding scheme (which took effect 
from September 1999) and its replacement by Primary Care 
Groups; 


© The establishment of free-standing Primary Care Trusts; 


e A new statutory duty of Quality requiring NHS Trusts, 
Primary Care Trusts and Health Authorities to put arrangements 
in place to assure and improve the quality of care they 
provide, in the interests of patients and the public; 


© The establishment of the Commission for Health Improvement; 


e A new statutory Duty of Partnership between NHS bodies and 
Local Authorities; 


© New, flexible and strengthened arrangements for joint working 
and pooled resources between the NHS and Local Authorities; 


e A duty for Health Authorities to prepare Health Improvement 


Programmes; and, 


© Better provision for the regulation of health care professions. 
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Service Re-engineering 
5.8 As the White 


recommendations, an innovative programme of service re- 


part of implementing Paper 
engineering has been developed to improve access to care. This 
includes the National Booked Admissions Programme which aims 
to improve the convenience of care and to reduce the uncertainty 
of waiting for care by allowing patients to pre-book their 
appointment or treatment date. (See also paragraphs 5.43 to 5.46.) 
The Department has also introduced the Action On programme 
which seeks to improve access to treatment for specific conditions. 
For example, in late 1998, the Department established Action on 
Cataracts. The aim of the programme is to modernise the 
service, to significantly improve access to care for people who need 
cataract surgery, and to reduce variation in waiting times for 
cataract surgery across the NHS in England. (See also paragraphs 
5.47 to 5.48). Building on the success of Action on Cataracts, the 
Department will begin work in April 2000 on three further Action 
On programmes, covering orthopaedics, dermatology and ear nose 


and throat (ENT). 


Commissioning Health Care 


5.9 Health Improvement Programmes (HImPs) provide the 
cornerstone of the new co-operative arrangements for the 
planning and commissioning of health care. HImPs set the 
strategic agenda for improving health and health services, 
reflecting both national and local priorities. The development of 
the HImP is led by the Health Authority and will involve 
NHS Trusts, Primary Care Groups, Local Authorities and 
other local partners. HImPs are being developed to cover a 
three-year rolling timescale and the firsts HImPs covering a 
selected number of national and local priorities came into effect 


in April 1999. 


Sy IMO, 
commissioned by local Health Authorities and Primary Care 


Within the boundaries of the HImP, health services are 


Groups. Every region has also established a Regional Specialised 
Commissioning Group which is responsible for ensuring that 
specialised services are planned and commissioned in an 
appropriate way. Annual Service and Financial Frameworks 
agreed with NHS Executive Regional Offices provide detailed 
activity and financial plans arising from this commissioning activity 


and form the basis of performance monitoring within-the NHS. 


Ld 


contracts of the internal market moving towards Long Term 


There has been some progress away from the annual 


Service Agreements (LTSAs), which will last for a minimum of 
three years. The main aims of LTSAs are to provide stability in the 
NHS, reduce bureaucracy and refocus clinical and management 
effort into the quality and cost effectiveness of care. LTSAs will 
increasingly focus on programmes of care, with pathways for 
patients which cross traditional organisational boundaries. Such 
agreements developed by Primary Care Groups and Trusts in 
partnership with Health Authorities will ensure that services are 
focused on the needs of the patient and not the service. Fully 
developed LTSAs will take time, in the first instance local health 
communities will look to develop LTSAs alongside the emerging 
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National Service Frameworks. Extensive use of fully developed 
LTSAs based on integrated pathways of care is expected from 
2001-02. 


Primary Care Groups (PCGs) and Primary Care Trusts 
(PCTs) 


Syl ee 
managers, social services, HAs, NHS Trusts and the public working 


PCGs involve GPs, nurses, other health professionals, 


in partnership. PCGs are in themselves new, however they are built 
on the experience of existing structures such as GP Commissioning 
Groups. They now play a vital role in the provision of primary care 
in the NHS. On 1 April 1999, 481 Primary Care Groups became 
operational covering a population of over 49 million. Nineteen 
PCGs have successfully applied for PCT status, 26 are in the 
process of public consultation, with a further 100 PCGs 
expressing an intent to apply for trust status by 2001. 


=a: 


commissioning the bulk of hospital and community health 


Primary Care ‘Trusts will be responsible for 


services for their population and will also be able to provide health 
and other services. They will be free standing statutory bodies, with 
their own statutory freedoms and duties. PCTs will have their own 
budget for local health care and will be accountable to Health 
Authorities and be subject to the direction of the Secretary of State 
for Health but will have greater freedom than PCGs over the 
deployment of resources and shaping the development of local 


services. 


5.14 The first tranche of 17 Primary Care Trusts (PCTs) will 
become operational from April 2000 with a second group 
operating from October 2000. 


= Oe’ The 17 PCTs which will start to function on Ist April 
2000 include: 


@ South Manchester — which will focus on major local health 
problems such as coronary heart disease, asthma and diabetes, 
the needs of the elderly and people with mental health 


problems; 


@ Southampton East — which will develop local care centres close 
to home for patients where the NHS, local authority and 
voluntary groups will work together to deliver services such as 
dermatology and ear nose and throat clinics and back pain 


treatment; 


Fenland — which will address the geographical challenges of 
providing accessible health care in a widely dispersed population 
over a rural area through community based specialist nurses in 
ophthalmology and gastroenterology, and a rapid response 


occupational therapist to support independent living; 


® Central Derby — which will improve primary care premises 
and services, access for older people and address the needs of 
ethnic minorities, the issue of teenage pregnancy, and provide 
counselling services and a consultant led community 
team to reduce emergency hospital admissions amongst the 


elderly; and, 


® North East Lincolnshire — which will focus on working with its 
local hospital to reduce waiting times, tackle the local problem 
of unplanned teenage pregnancies and establish a primary care 
based diabetes team. 


Joint Working with Local Government 
5.16 


calls for improvements in joint working between health and social 


Building services around the needs of patients and users 


services to produce seamless services. New flexibilities for the NHS 
and Local Government will remove some of the traditional barriers 
to better joint working. Section 31 of the Health Act®” will 
become operational from 1 April 2000 enabling the NHS and 
Local Government (not only social services but education, 
housing, leisure and transport) to enter into pooled budgets, lead 


commissioning and integrated provider arrangements. 


517 Pooled budgets allow the NHS and Local Government 
to commit money to a pooled fund with agreed shared objectives. 
The money in the pooled fund loses its original identity and can 
be spent flexibly according to the precise mix of health and social 
care needs of the user. Lead commissioning and integrated 
provision allow functions to be delegated from the NHS to Local 
Government or vice versa where this will improve the quality of 
services. This will allow commissioning to look across the totality 
of NHS and Local Government services and provision of services 
to be arranged under a single management structure. In all cases, 
organisations retain their statutory responsibilities but choose 
another body to exercise functions on their behalf, only NHS 
surgical services and a small number of Local Authority functions 


are excluded from the new powers. 


5.18 Additionally, the Health Act °? at Section 29 amends the 
present powers at Section 28A of the 1977 Health Act” to transfer 
money (rather than delegate functions) from the NHS to social 
services to fund any health related function of a Local Authority. 
A reciprocal power has also been introduced by Section 30 of the 
Health Act at Section 28BB of the 1977 Health Act” allowing 
Local Authorities to augment their services by transferring 


money to fund certain functions of the NHS. 


B19 


allow Health Authorities, for example, to fund the provision of 


The new powers of money transfer from April 2000 will 


cycle lanes where this accords with HImP priorities. Local 
Authorities can also fund additional or specific health services 


where this promotes the general well being of the local community. 


Partnership Working and Integrated Care Pathways 


Throughout 1999, the Buckinghamshire Partnership 
Project established an Integrated Care Pathways Steering 
Group which looked at how joint working on specific care 
pathways could be developed. The project has been 
looking at specific issues through Pathway Project Groups 
focusing on cardiac chest pain, cataract, colorectal cancer, 
fractured neck of the femur and stroke care. The Project 
Groups have worked with all the local partners in the 
health system including PCGs. They are now into the 
implementation phase with the intention of spreading the 
lessons learned to the rest of the service. 


Each Pathway Project Group identified the key features 
and weaknesses in the current service in Buckinghamshire, 
made recommendations for service developments (in 
primary, secondary and community care) and indicated the 
expected outcomes. 


A good example is the work on fractured neck of the 
femur. The group has written a comprehensive primary 
and secondary care prevention plan which details the range 
of opportunities to reduce the incidences of fractures. A 
pathway approach is suggested, with full costing 
implications to be identified and priorities agreed with the 
local PCG. The pathway includes proposed acute care 
dedicated trauma lists at weekends to ensure all fractured 
neck of the femur patients to get into theatre within 24 
hours of admission. This together with proposed 
additional dedicated medical staff, rehabilitation and 
therapy staff will lead to a reduction in the length of stay. 
The pathway is expected to continue into the community 
setting, and a review of the effectiveness of rehabilitation 


will be carried out. 


The expected outcome of this approach is a reduction in 
the incidence of fractured neck of the femur, a real 
improvement on a range of performance indicators 
(including time to theatre, length of stay, and percentage 
of patients returning to their normal place of residence) 
and an overall reduction in the cost of fractured neck of 
the femur patients to the local health economy. 


Joint Investment Plans 


5.20 
Services for Vulnerable People (BSVP), an initiative launched in 


Joint Investment Plans (JIPs) are one strand of the Better 


October 1997 to improve joint planning in continuing and 
community care. JIPs are three-year rolling programmes aimed at 
supporting delivery of key aspects of the Health Improvement 
Programme. They facilitate greater integration between health, 
housing and social care and produce the information necessary to 
support the reshaping of services across the health and social care 


economy. The programme for JIPs is as follows: 


@ April 1999 — Older people (Including those with mental illness); 


and, 
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e April 2000 — Adults with mental illness; 


These two JIPs will support implementation of the National 


Service Frameworks. 


e April 2001 — People with learning disabilities and Welfare to 
Work for disabled people. 


awl 
to promote maximum independence and social inclusion for 
disabled people. The welfare to work JIP will enable the NHS and 


local authorities to make their contribution to the Government's 


The requirements for JIPs from April 2001 are designed 


wider welfare to work agenda. 


Doe 
website. It can be found at www.doh.gov.uk/jointunit/jip.htm. 


Guidance on JIPs was published on the Department's 


Faster, more convenient care 


NHS Direct 
5.23 


patients immediate health care advice and support over the 


NHS Direct is a 24-hour nurse-led helpline giving 


telephone. The principle is to provide people at home with easier 
and faster advice and information about health, illness and the 
NHS so that they are better able to care for themselves and their 
families, and able to make more appropriate choices about the 
NHS services they need. 


Pilot schemes set up for homeless 


South East London has a huge number of homeless people 
sleeping rough, in hostels or in bed and breakfast hotels. 
Many of these people have poor health and have difficulty 


accessing health services. 


For these reasons NHS Direct in South East London is 
working with homeless agencies and the Homeless 
Network to set up pilots for homeless people to use NHS 
Direct. 


The South East London site has installed telephones in 
two local homeless centres: The North Lambeth Day 
Centre for rough sleepers around Waterloo and the 
Broadway project, which provides accommodation and 
training to over 100 young people. 


In each site there is a free telephone point in a booth to give 
some privacy, which is directly connected to NHS Direct. 


Nurses and call handlers are being trained in the specific 
issues that might come up with homeless callers, and staff 
in the centres will have a chance to visit NHS Direct to see 


how the service works. 


The staff are working together to ensure consistent advice 
and referrals are provided by both NHS Direct nurses and 
staff in the homeless centres. 


The pilots will run for a year and are being evaluated by 
the Immediate Access Team at Kings College Hospital 
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5.24 Since December 1999, 65 per cent of the population 
have had access to the service. Over one million calls have now 
been made to NHS Direct. In an independent evaluation, 97 per 
cent of callers surveyed were satisfied with the service they received. 


=e) 


up covering integrated access to out of hours primary care. 


As part of NHS Direct pilot schemes have also been set 


NHS Direct On-line 
5.26 


telephone based services was launched in December 1999 linked 


NHS Direct On-line, a complementary extension to the 


to other health-related web sites. The service is currently receiving 
around one million “hits” every week. It includes an electronic 
version of the NHS Direct Healthcare Guide, which takes the top- 
twenty symptoms that people call NHS Direct about. Users interact 


» « 


with this facility by answering a series of “yes” “no” questions which 
prompt advice on how serious a health worry might be. Whilst it 
is not a diagnostic tool, NHS Direct On-line will provide advice 
and direct users to a course of action depending on their 


answers. The website address is www.nhsdirect.nhs.uk. 


NHS Walk-in Centres 
See) 


at times to suit modern lifestyles, provide a complementary service 


Walk-in Centres, based in convenient locations and open 


to the service provided by GPs. The centres have the potential to 
deal with minor illness and treatment for patients, and encourage 
self-help allowing GPs to see patients who really need their training 
and expertise. Every Walk-in Centre pilot has the full support of 
the local Primary Care Group and will have links with local GP 


surgeries so that continuity of care for patients is assured. 


5.28 
10 million people have been given approval in principle. Of the 


Thirty-six nurse-led Walk-in Centre pilot sites covering 


thirty-six sites, eight centres will be in supermarkets or shop fronts, 
five will be located alongside AXE Departments, and twenty-three 


in other locations. 


5.29 
Fund have been earmarked to support the development of pilot 
Walk-in Centres. The first Walk-in Centre was opened in Soho in 
January 2000, more will follow during the year. 


Resources from the HM Treasury Capital Modernisation 


Personal Medical Services 
5.30 The introduction of Personal Medical Services (PMS) is 


one of a number of initiatives to help improve patient access to the 
NHS, by allowing General Practitioners more flexibility in the way 
they deliver primary care services. A key feature of PMS is that 
General Practitioners can contract directly with Health Authorities 
for the services they provide, as an alternative to the established 
General Medical Services terms and conditions. Two waves of PMS 
schemes have been introduced on a pilot basis since April 1998. 
The first wave gave rise to over 80 pilots and a further 200 are 
anticipated by April 2000. 


Personal Dental Services 
Bo | 


services and to reduce oral health inequalities. The dental 


The Government’s aim is to increase access to dental 


strategy for England will ensure that by the end of 2001, 
everyone who wants to will be able to see a NHS dentist. Progress 
already made in achieving this aim includes: 


® ‘Two waves of pilots of personal dental services have successfully 
encouraged innovation to meet differences in local dental needs. 
Further pilots will be launched in 2000; and, 


© By the end of 2000 there will be around 40 dental access centres 
which will provide easy and convenient access to NHS dentistry 


to relieve the most acute problems of access across the country. 


Waiting Lists and Times 
5.32 


The Government is committed to: 


® Achieve and sustain the national 100,000 reduction in 
inpatient waiting lists, and reduce waiting times (with nobody 


waiting more than 18 months); 


® Reduce the number of patients waiting longer than 13 weeks 


for their first outpatient appointment; 


® Work towards ensuring that patients are able to choose the date 


and time of their hospital appointments and admissions; and, 


© Ensure that by 2000 everyone with suspected cancer is able to 
see a specialist within two weeks of their GP deciding that they 


need to be seen urgently and requesting an appointment. 


» Je The Government has invested £320 million in the NHS 
to lever change and support reductions in waiting lists and times 


in 1999-2000. Of this: 
® £260 million has been spent on elective activity; 


® £30 million was used to create a Performance Fund to reward 
good performance and tackle poor performance. This money 


was focused on reducing outpatient waiting times; 


® £20 million was invested in the National Booked Admissions 


Programme; and, 


® £10 million was allocated to ensuring that patients with 
suspected cancer are able to see a specialist within two weeks of 


urgent referral by their GP. 


5.34 For 2000-01, £300 million has been allocated from the 
NHS Modernisation Fund. The money will be used to: 


® Modernise elective care by reducing both inpatient and 
outpatient waiting times; 


® Create innovative schemes to reduce outpatient waits by 
providing alternative, more appropriate pathways e.g. greater use 


of nurse-led clinics; 
® Extend the National Booked Admissions Programme; 


® Deliver the maximum two-week wait for an outpatient 
appointment for all patients referred urgently by their GP with 


suspected cancers; and, 


® Provide a total of 3,000 additional coronary revascularisation 


procedures to be undertaken over the two year period 2000-02. 


5:35 Figure 5.1 shows the NHS waiting list trend from 
December 1989 to December 1999. 


Figure 5.1: Total number of patients waiting for elective 
admission December 1989 — December 1999 
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Inpatients 
5.36 


waiting lists and the Government is on course to deliver the 


Significant progress has been made in reducing inpatient 


manifesto commitment to bring waiting lists down by 100,000 
from the level inherited in the lifetime of this Parliament. At 
29 February 2000 the waiting list was 70,000 below the level 
inherited and 225,000 below the peak in April 1998. 


phe Fd 
June 1998, the average waiting time of those on the list was 15 
weeks. At the end of December 1999 it was 13 weeks. The number 
of patients waiting over 12 months has decreased by almost a third 
since June 1998. 


Waiting times for inpatient treatment has also fallen. At 


pe tn 


reports of any patient waiting over 18 months. However since 


Between September 1998 and May 1999 there were no 


then, eleven NHS Trusts have reported that there are patients who 
have waited for over 18 months. Many of these cases are due to 
administrative errors and steps are being taken to ensure that 


breaches of the 18 month guarantee do not continue. 


Outpatients 
a0 


31 December 1999, 75 per cent of patients were seen within 13 


The outpatient position is now also improving and at 


weeks of referral by their GP and 93 per cent of patients were seen 


within 26 weeks. 


5.40 


NHS Trusts saw 175,000 more new outpatients than the previous 


NHS outpatient activity is increasing. During 1998-99 


year. Progress is also being made to improve outpatient waiting 
times. In the third quarter of 1999-2000, the number of patients 
waiting over 13 weeks for their first outpatient appointment fell 


by 16,000. 
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programme 


5.41 A report published by the Department of Health and the 
National Patients’ Access Team (NPAT) in November 1999 put 
forward a series of practical recommendations for the improvement 
of outpatient services. Implementation has already begun and will 
be completed during 2000-01. These changes include a new 
“partial booking” appointment system that enables patients to 


choose a convenient appointment date. 


5.42 


by their GP with suspected cancer was introduced for breast cancer 


A maximum two-week wait for patients referred urgently 


in April 1999. Thirty-six thousand women with suspected breast 
cancer have already benefited from this pledge. This same 
standard will be rolled out for all cancers during 2000. The 
implementation will be supported by GP cancer referral guidelines 
to be published early in 2000. (For cancer services see also 
paragraphs 7.1 to 7.8.) 


Booked Admissions 
5.43 


is to improve the convenience of care and reduce the uncertainty 


The aim of the National Booked Admissions Programme 


of waiting by increasing the proportion of elective patients able to 
pre-book their appointment or treatment date. 


5.44 
and various improvements have been reported. Almost all the sites 
have improved “did not attend” (DNA) rates, 15 sites having DNA 
rates of less than two per cent and three sites having no DNAs at 


The 24 first-wave pilot sites are making good progress 


all. Seventeen sites reported improvements in patient-initiated 
cancellations and 10 sites reported improvements in hospital 


cancellations. 


5.45 


experience gained from the first wave through the rapid replication 


A further stream of 60 pilots is building on the 


of systems that have been shown to work effectively. Alongside this, 
nine cancer centres are looking at improving access for patients 
with suspected or diagnosed cancers from referral through 
diagnosis and treatment. 


5.46 In 2000-01 the Booked Admissions 
Programme will be extended further to involve more NHS 


National 


organisations and benefit more patients. An example of a booked 
admission pilot is set out below. 
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North Tees and Hartlepool Booked Admissions 
Project 

This project got underway in September 1998. The aim of 
the first wave of the project is to book all orthopaedic day 
cases, joint replacements, general surgical day cases, 
gynaecology day cases and colonoscopies. This will benefit 
14,500 patients per year. The project is now expanding to 
benefit over 38,000 patients, all day cases and endoscopies 
plus half of all ordinary inpatients and a third of all 
outpatients. They are aiming for whole system coverage 


within 5 years. 
Achievements: 


¢ Since the booking systems have been running the 
hospital has cancelled no orthopaedic day cases, 


colonoscopies or gynaecology day cases; 


¢ Across the areas covered by the project only 13 patients 


have failed to turn up for their appointment; 


¢ The number of patient initiated cancellations for 
orthopaedic day cases has fallen from >10 per cent to 


zero; and, 


¢ The number of times the patient has to visit hospital for 
an orthopaedic day case has fallen from 3 to 2 and the 
number of different stages in their care has been cut 
from 9 to 5. 


Action on Cataracts 


5.47 


Action on Cataracts involves: 


@ Redesigning the patient's journey from onset of treatment to 
follow up care; 


@ Reviewing a wide range of indicators including access, waiting, 
and clinical practice; 


e Identifying and promoting the use of advanced clinical 


techniques; 


e Enhancing the roles and skills of specialist nurses and other eye 


professionals to support the redesigned process; and, 


e Empowering and supporting local clinicians and managers to 
implement change. 


5.48 


Good Practice Guidance was published to help local eye services 


Good progress has been made. In February 2000, 


to provide a modern pattern of service. As an incentive to 
modernise, the Government has allocated £20 million capital 
(£12 million in 2000-01 and £8 million in 2001-02) to support 


innovative service developments which: 

® Reduce waiting times; 

e Allow more patients to be treated; 

® Streamline the patient's treatment pathway; and, 


® Give patients booked appointment and admission dates. 


A&E Modernisation 
5.49 


the Treasury Capital Modernisation Fund to upgrade, modernise 


In 1999 the Government invested £115 million under 


and expand Accident & Emergency (A&E) services in England. 
Of the 244 planned schemes in 182 hospital trusts, almost all are 
already underway. About half of the schemes are scheduled to be 
complete by April and some 80 per cent are due to be completed 


by July. 
5.50 


resuscitation facilities, better links between A&E and primary care, 


The schemes include specific areas for children, improved 


improved safety and security for staff and patients, faster access to 
diagnostic facilities, and improved decontamination facilities. All 
hospitals with a full A&E service have an admissions ward or 
observation unit, apart from five hospitals which are subject to 
major rebuilding programmes. 


Jol 


under the leadership of an experienced A&E Consultant, to 


An A&E Modernisation Team was set up in spring 1999 


spearhead improvements in services. The team’s terms of reference 


are to: 
® Oversee the national AXE modernisation programme; 


@ Identify best practice, and develop quality standards and 


performance indicators for AXE; 


@ Work with key professionals and advanced sites to develop new 


and better ways of organising accident and emergency services; 
© Provide leadership to the AXE beacons programme; and, 
® Report regularly to Ministers on the team’s progress. 


De 


review some of the capital developments and to ensure that 


The team’s work programme includes a series of visits to 


hospital trusts deliver improvements in patient care as a result of 
the investment. An interim report of the team, was submitted in 
October 1999 and is available on the Department’s website. 


553 
completion by 1 April 2000. 


Figure 5.2 shows the number of projects planned for 


Figure 5.2: Accident and Emergency modernisation 
programme 
Progress by 1 April 2000 


Region Total Number % of projects 
Number  tobecompleted to be completed 

of Projects by April 2000 by April 2000 

Eastern 21 4 19.0% 
London 28 20 71.4% 
Northern & Yorkshire 33 14 42.4% 
West Midlands 2g 8 27.6% 
North West 39 17 43.6% 
South East 42 22 52.3% 
South West 34 19 55.9% 
Trent 18 9 50.0% 
Totals 244 113 46.3% 


Information for Health ©” 


5.54 
published in 1998 set out the Department's information strategy 


The policy document Information for Health©” 


which aims to ensure that information is used to help patients 
receive the best possible care. It enables NHS professionals to access 
the information they need, both to provide quality care, and to 
play their part in improving the public’s health. The strategy also 
aims to ensure that patients, carers and the public have the 
information necessary to make decisions about their own 
treatment and care, and to influence the shape of health services 


generally. 


pes 


will achieve the following objectives: 


Implementation of the strategy over the period 1998-05 


e To ensure that patients can be confident that the NHS 
professionals caring for them have reliable and rapid access, 24 
hours a day, to the relevant personal information necessary to 


support their care; 


e To eliminate unnecessary travel and delay for patients by 
providing remote on-line access to services, specialists and care, 


wherever practicable; 


© To provide access for NHS patients to accredited, independent, 
multimedia background information and advice about their 


condition; 


e To provide every NHS professional with On-line access to the 
latest local guidance and national evidence on treatment, the 
information they need to evaluate the effectiveness of their work 


and to support their professional development; 


@ To ensure the availability of accurate information for managers 
and planners to support local Health Improvement Programmes 
and the National Framework for Assessing Performance; and, 


© To provide fast, convenient access for the public to accredited 
multimedia advice on lifestyle and health, and information to 
support public involvement in and understanding of, local and 


national health service policy development. 
GPnet Programme 


5.56 The GPnet Programme in its present form was set up in 
January 1999, 


5.57. As required by the White Paper The New NHS: modern, 
dependable”, the purpose of the GPnet Programme is to support 
the connection by 2002 of every GP practice to the NHSnet so 
they are able to receive hospital pathology test results, and support 
and enhance the local implementation of Information for 
Health®” as defined in Local Implementation Strategies. 


5.58 


driven forward by a project: 


There are four areas of work within the Programme, each 


© General Practice Infrastructure (GPI) Project (formerly GP 
NHSnet Connection Project) — ensuring that appropriate local 
area network (LAN) infrastructure is in place in every GP 
practice and connected to NHSnet; 
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© Tracking Database Project — ensuring the development of 
software to support the day-to-day GPnet activities in HAs, 
harmonise the processes of HAs and Suppliers involved in the 


GPnet Programme, and support central monitoring of progress; 


Ways of Working Project — encouraging the beneficial use of web 
browsing, interpersonal email and pathology messaging in 
general practice, support for the regional demonstrator sites; and 
developing training and support products for HAs and GPs to 
exploit the availability of NHSnet services within general 


practice; and, 


Pathology Messaging Enabler Project — delivering the data and 
commercial standards necessary to ensure subsequent NHS- 
wide implementation of safe and robust pathology results 
messaging. Feasible NHS wide use of pathology results 


messaging requires qualified commercial products. 


epee) 


been active in improving the commercial terms, services, 


To support the above work areas the Programme has also 


performance and reliability of national communications 


infrastructure. 


5.60 A business case for GPnet was submitted to HM 
Treasury in February and approved in March 1999. Health Service 
Circular 1999/094, explaining GPnet, was issued to the NHS in 
April 1999. Final GPnet allocations and approval of HA plans 
diverging from national framework agreements was given in June- 


July 1999. A total of £37 million has been issued to the NHS to 
deliver GPnet. 


5.61 


Documents have now all been signed off by their respective Boards 


The Original Programme and Project Initiation 


and are available for inspection. The Programme Initiation 
Document (PID) will be redrafted in line with the outcome of 
the rescope discussions. (See also Chapter 2 for PSA target 
analysis.) 


Telemedicine and Telecare 
5.62 


developing telemedicine in support of the drive for quality and 


The new NHS: modern and dependable” committed to 


efficiency in the modern NHS. From 2000 where appropriate, 
Health Improvement Programmes and associated strategies 
should incorporate plans and proposals for improving services 
through the use of telemedicine and telecare, and capital business 
cases should demonstrate that telemedicine options have been 
considered. 


5.63 


the publication of a framework to guide and support the 


Information for Health°” committed the Department to 


development and application of telemedicine and telecare in the 
NHS. Work is on course to meet this commitment but already 
telemedicine and telecare applications form part of the AXE and 
Pathology Modernisation and HAZ Innovation programmes. 
NHS Direct and the Booked Admission programme offer further 
opportunities for developing and improving services through the 
use of telemedicine and telecare. 
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National Beds Inquiry 
5.64 


assumptions about growth in the demand for general and acute 


The National Beds Inquiry was set up to review 


health services and their implications for supply of health 
services and hospital bed numbers looking 10 to 20 years ahead. 
The aims of the Inquiry were to ensure that services meet future 
needs appropriately and cost-effectively, and to achieve greater 


coherence in NHS planning and service delivery. 


5.65 
published for consultation in February 2000. These show that on 


The findings of the National Beds Inquiry were 


central assumptions overall acute and community beds and 


services must expand if future patient needs are to be met. 


5.66 


the last 30 years of reductions in hospital beds can no longer keep 


The analysis for the Inquiry suggests that the trend over 


pace with changing needs, additional activity, and the new 
services which will become available. It takes a whole systems 
perspective and looks at hospital beds in the context of 
developments in primary care, community health services and 


social care, as well as hospitals. 


5.67 
concept of building a bridge of NHS care for older people between 


The evidence revealed by the Inquiry support the 


hospital and home, and will support the first national strategy for 
providing hospital beds in 30 years. 


5.68 
specifically hospital beds should develop over the next ten to 


Consultation will focus on how health services, and 


twenty years. The Inquiry puts forward three possible models for 
delivering services in the future. They all indicate an increase in 
the overall number of hospital, residential and intermediate care 
beds and are assumed to have similar long run costs. The three 


scenarios are: 


@ Maintaining the current direction. No significant changes to the 


current approach; 


@ Acute Bed Focused Care. More investment in hospitals and a 


significant increase in hospital beds; and, 


© Care Closer to Home. A major expansion of intermediate care 
services to treat older people in the community rather than in 
hospital covering rehabilitation, admission avoidance and 
early discharge. 


5.69 


report (including patient and voluntary organisations and a version 


In addition to widespread dissemination of the published 


on the Department's website) consultation is being carried out 
through structured Listening Events within each NHS Executive 
Region and individual meetings with key interest groups. The 


consultation will run until 15 May and the Government's response 


will be published. 


6. Improving quality 
and working together 


Quality agenda 


6.1 Quality is at the heart of the Government's strategy for 
modernising the NHS. A First Class Service: Quality in the new 
NHS”, published in July 1998, set out the agenda for quality 


improvement in the NHS. The framework comprises: 


® Clear quality standards — through the establishment of the 
National Institute of Clinical Excellence (NICE) to provide clear 
advice on clinical and cost-effectiveness, and the development 
of National Service Frameworks (NSFs) to help raise standards 
of care and reduce unacceptable variations; 


® Effective local delivery of these standards through a new system 
of clinical governance which will be underpinned by lifelong 
learning for health professionals and modern systems of 


professional self regulation; and, 


® Strong monitoring mechanisms — including the NHS 
Performance Assessment Framework, together with a new 
statutory Commission for Health Improvement (CHI) and a 
programme of National Patient and User Surveys. 


6.2 This is a long-term development agenda which is a key 
strand of the Government’s ten-year modernisation programme for 
the NHS. There has however already been a good deal of 


progress in turning the strategy into a reality. 


National Institute for Clinical Excellence (NICE) 


6.3 NICE has been set up to promote faster access to 
treatments that work best for patients, to help remove unproven 
and out of date treatments in order to protect NHS patients and 
to make a real difference in helping tackle ‘postcode prescribing’. 
NICE is a Special Health Authority - an independent body 
established to give advice on best clinical practice to NHS 
clinicians, to those commissioning NHS services (Health 
Authorities and Primary Care Groups), and to patients and their 


carers. 


6.4 NICE has already begun to make key decisions, 
including its first appraisal (the fast track appraisal of the flu drug 
Relenza), announced at the beginning of October 1999. 


6.5 NICE’s first work programme has been agreed by 
Secretary of State, and was announced by Professor Sir Michael 
Rawlins in November 1999. This represents the year 2000 


plans for tackling the equity of access to health care in the National 
Health Service. 


6.6 Amongst others, NICE will appraise treatments and 
interventions and produce guidance on the following: 


® Breast and ovarian cancer; 
® Coronary heart disease; 

® Cervical screening; 

® Multiple Sclerosis; 

© Hepatitis C; 

® Colorectal cancer; and, 

® Alzheimer’s disease. 


The first set of appraisals guidance will be published by spring 
2000. 


6.7 NICE’s new work programme also includes a new strand 
of work involving GP Referral Protocols. The consultation 
process for cancer referral guidance was completed in early 
2000 — the resulting referral guidance will make it easier for GPs 
to identify those patients who need to be ‘fast tracked’ for urgent 


investigation. 


National Service Frameworks (NSFs) 


6.8 The National Service Frameworks programme was 
launched in April 1998, building on established frameworks for 
cancer and paediatric intensive care. Topics include mental 


health, coronary heart disease, older people and diabetes. 


6.9 The Mental Health NSF was published in September 
1999 (see also paragraphs 7.17 to 7.27). This was well received 
by the field, and local implementation teams are now taking it 
forward. The Coronary Heart Disease (CHD) NSF was published 
in March 2000 (see also paragraphs 7.9 to 7.16). Work on the 
next two NSFs, covering Older People and Diabetes NSF is already 
underway. The Older People NSF will be published in autumn 
2000 (see also paragraphs 9.16 and 9.17) and the Diabetes NSF 
in 2001. 


6.10 Each NSF is being developed with the assistance of an 
external reference group (ERG), bringing together health and social 
care professionals, service users and carers, health and social care 
managers, partner agencies and other advocates. The reference 
groups have adopted an inclusive process to engage the full range 


of views. 


Diabetes NSF 
6.11 The scope of the Diabetes NSF will broadly cover 


prevention, ascertainment, diagnosis, management and 
complications of Type 1 and Type 2 diabetes, and the management 


of diabetes in pregnancy. 


The NHS Performance Assessment Framework © 


6.12 The NHS Performance Assessment Framework provides 
a broad basis for the NHS to plan and assess its work. It is also a 
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key strand of the Government's NHS quality strategy as it aims to 
move away from a focus on finance and efficiency alone to a more 
balanced assessment of performance (see also paragraphs 12.9 to 
12.10). 


6.13 The second part of the programme, a survey of coronary 
heart disease patients selected from 194 NHS Trusts, is well 
underway and headline results are expected in spring 2000. Design 
work has begun on the third part of the programme, a survey of 
hospital cancer patients, which will be carried out in 2000. 


Clinical Governance 


6.14 Guidance on clinical governance - Clinical Governance: 
Quality in the new NHS” - was launched in March 1999, under 
cover of HSC 1999/065. This sets out the four key steps that NHS 
organisations are required to undertake by April 2000, ie during 


ear one of clinical governance implementation: 

y: g p 

@ Establish leadership, accountability and working arrangements; 
® Carry out an assessment of capacity and capability; 


® Formulate and agree a development plan in the light of this 


assessment; and, 


@ Clarify reporting arrangements for clinical governance within 
Board and Annual Reports. 


6.15 NHS organisations have established leadership and 
accountability arrangements for clinical governance, and have 
submitted their baseline assessments to the Regional Offices of the 
NHS Executive. These assessments will form the basis of their own 


clinical governance development plans. 


6.16 Health Authorities, Primary Care Groups, Primary 
Care Trusts and NHS Trusts are required to publish annual reports 
covering their own work to maintain and improve clinical 
quality. These first annual clinical governance reports are due in 


summer-autumn 2000. 


6.17 The establishment of the NHS Clinical Governance 
Support Team was announced in August 1999. The multi- 
disciplinary Team, led by Professor Aidan Halligan, will be in place 
for two years from October 1999. The Team will work directly 
with the NHS to support clinical governance implementation. It 
will provide practical support through: 


© A help line for NHS staff; 
® Worked models of clinical governance in practice; and, 
® Focusing on leadership development. 


6.18 The Team has begun a development programme for the 
NHS, running from January 2000, designed to accelerate the 
implementation of clinical governance and generate transferable 
lessons to be used across the service. 


Supporting Doctors, protecting patients®” 


6.19 The Government’s consultation document Supporting 
doctors, protecting patients” was published in November 1999 with 
comments invited on it by February 2000. The proposals add a 
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new and important strand to the quality programmes introduced 


into the NHS over the last year. 


Modernisation of Approach 


(6.4) 


6.20 Supporting doctors, protecting patients” proposes: 


e A new emphasis on prevention and early recognition of poor 
performance so that fewer doctors develop problems and fewer 


patients experience harm; 


@ Better, earlier identification of poor performance so that 


patients are protected and doctors can be helped; 


© Ending the present piecemeal approach to poor performance so 
that all doctors are encompassed within a comprehensive new 


approach; and, 


® Strong links to be created between NHS procedures and 


professional self regulation mechanisms. 


6.21 For those cases of poor performance which do still occur, 
the emphasis will be on early objective clinically based assessment 
and fair effective resolution of the problem using an educational, 
rather than a disciplinary route where possible. Close links will be 
built with professional self-regulation which the Department 


believes underpins efforts to assure high standards in the NHS. 
6.22 The four key reforms necessary to achieve this are: 


® For all doctors to be involved in clinical governance, appraisal 


and personal development plans; 
e A new performance assessment and support service; 
® Modernisation of the disciplinary processes; and, 


© Well organised help for sick doctors. 


The Commission for Health Improvement (CHI) 
6.23 The White Paper The new NHS: modern, dependable” 


sets out the Government's intention to set up a new body, the 
Commission for Health Improvement, to provide an independent 
check that local systems to monitor and improve the quality of 
health care are working. Proposals for the role and functions of the 
new Commission were set out in more detail in the consultation 
documents A First Class Service®” and Quality Care and Clinical 
Excellence® both published in 1998. 


6.24 The Commission was established as an England & Wales 
body under Section 19 of the Health Act 1999°° and came into 
being as a corporate body, an executive Non Departmental Public 
Body (NDPB) in November 1999. The Commission has 14 
members, appointed by the Secretary of State in consultation with 
the National Assembly for Wales. One member is appointed 
directly by the Assembly to make the interests of Wales his special 
care. The Director for Health Improvement, Dr Peter Homa, ts 
responsible for the operation of the Commission. 


6:25 The Commission’s functions are set out in Section 20 of 


the Health Act 1999”, Vt will: 


® Provide national leadership to develop and disseminate clinical 
governance principles; 


® Conduct independent reviews of the implementation and 
adequacy of clinical governance arrangements to support, 
promote and deliver high quality services through a rolling 
review programme of service providers; 


® Undertake a programme of service reviews to monitor national 
implementation of National Service Frameworks and review 


progress locally on implementation of these Frameworks and 


NICE guidance; 


® Help the NHS identify and tackle serious or persistent clinical 
problems, with the capacity for rapid investigation and 
intervention to put these right; and, 


© Over time, it will increasingly take on responsibility for 


overseeing and assisting with external incident inquiries. 


6.26 The Commission will work to a programme agreed by 
the Secretary of State, in consultation with the National Assembly 
for Wales, and will make a start on its first full year work 
programme from April 2000. Between November 1999 and April 
2000, the Commission: 


® Developed its methodologies and approach to its investigative 
and review functions; 


® Recruited and trained its staff; and, 


® Developed its working relationships with the NHS and other 
relevant bodies and organisations, such as the Audit 
Commission, the Health Services Commissioner and the 


health care professional and regulatory bodies, such as the 


General Medical Council (GMC). 


6.27 Following each of its reviews and investigations, the 
Commission will report back to the organisation concerned and 
will publish its main findings and recommendations for action. 
The Commission will be accountable to the Secretary of State and 
to the National Assembly for Wales for its work in Wales. It will 
be required to report annually on progress made and on the issues 


emerging from its work. 


National Surveys of NHS Patients Programme 
6.28 The National Surveys of NHS Patients programme, 


which consists of a rolling programme of questionnaire surveys 
examining patients’ experiences, is part of the Government's 
commitment to listening to patients and giving them a voice in the NHS. 


6.29 — The results of the first part of the Surveys programme 
covering GP services were published in the report National Surveys 
of NHS Patients — General Practice®® in October 1999. The 
findings indicate that the majority of patients are satisfied with the 
service they receive from their GP and from practice nurses, 
however some did indicate that they are unhappy about the length 
of time they have to wait to be seen. Also some sections of the 
population were less positive; these were mainly those aged under 
45, some ethnic minority groups, and people who live in 


London. 


New NHS Charter 


6.30 Following the publication of the Greg Dyke report The 
new NHS Charter — a different approach ©, work has continued 
towards developing a new NHS Charter. The Department has 
been carefully considering the recommendations in the report, and 
ensuring that the new NHS Charter reflects the new and 
developing policies and initiatives. The new NHS Charter, 
which will be issued for consultation during the summer, will 
provide information on how patients access appropriate services 
to meet their health care needs, set out a series of standards for each 
stage in the patient's journey, and include improvements patients 
can expect in the future. The Charter will form part of the overall 
quality programme, and be one of the main patient information 
efforts to help manage winter pressures on the NHS. 


WORKING TOGETHER 


Working Together, Securing a Quality Workforce for 
the NHS“ 


6.31 Working Together’ is the Government’ strategic 
framework for human resources in the NHS, designed to 
maximise the contribution of the staff who work in the NHS to 
the broader modernisation programme. It provides the vital link 
between the modernisation programme and the staff needed to 


deliver a first class health service. 


6.32 The strategy signalled a new service wide approach to 
managing human resources in the NHS based on a recognition of 
the need to ensure that all key service developments can only 
succeed if the workforce implications are properly assessed at the 
outset and the staff concerned are fully involved in the process of 
change and know that their contribution is being valued. 


6.33 Working Together has three strategic aims: 


@ To ensure that there is a high quality workforce, in the right 
numbers, with the right skills and diversity, organised in the 
right way, to deliver the Government’ service objectives for 


health and social care; 


@ To be able to demonstrate that the quality of working life for 


staff is improving; and, 


® To address the management capacity and capability required to 
deliver this agenda and the associated programme of change. 


6.34 In tackling workforce issues, the Department has made 
good use of evidence from Department of Health funded cohort 
studies of health professionals (which are continuing), of studies 
on skill mix, unit costs and equal opportunities. In support of the 
Working Together strategy a raft of projects is being commissioned 
within four themes: pay, reward and equal opportunities; 
workforce utilisation; organisational and professional development; 
and, on staff involvement in reshaping how NHS organisations 


work. 
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2000 Pay Review Body Round 
6.35 The Government acknowledges and applauds the hard 


work and commitment NHS staff continue to show in delivering 
services to patients even in difficult circumstances, for example, 
during the winter of 1999 when high levels of influenza were 
experienced. In January 2000, the Government announced that 
for a second year the pay recommendations of the Health Pay 
Review Bodies would be awarded in full and without staging. 


6.36 The 2000 Pay Award provided for an increase of 3.4 per 
cent for all nurses, midwives, health visitors and Professions Allied 
to Medicine (PAMs) plus additional increments for nurses in 
grades C and E and Senior 2 PAMs. This means that staff in these 
grades will receive total increases of 7, 7.8 and 8.1-8.4 per cent 
respectively. The pay of hospital doctors and dentists and the pay 
element of general medical practitioners’ fees is increased by 3.3 
per cent. In addition consultants will receive further increases 
flowing through from the £50 million recommended by the 
Review Body for Doctors and Dentists Remuneration (DDRB) 
last year. The junior doctors stand to gain further increases on top 
of the 3.3 per cent basic award when the negotiations for a new 


pay structure are finalised. 


G37 General dental practitioners will receive an increase of 3.3 
per cent through the fee scale and, subject to negotiation on the 
detailed implementation, will benefit from the Review Body’s 
recommendation of a further £20 million package to reward their 


commitment to NHS dentistry. 


Non-Review Body Pay 


6.38 The non-Review Body pay groups have been offered a 
three-year pay deal covering 1999-2000, 2000-01 and 2001-02. 
This provides for increases of three per cent or a minimum of £250 
in year one, 3.25 per cent or a minimum of £300 in year two and 
a minimum of RPI (X) plus 0.5 per cent linked to agreement on 
the Agenda for Change" negotiations in year three. The offer 
included special treatment for two groups of scientific staff for 
which there are recruitment and retention problems: 


@ Health care pharmacists accepted a deal giving staff in junior 
grades up to 12 per cent plus an overall deal giving all 
pharmacists who provide emergency duty cover up to 3.5 per 


cent; and, 


© Some professional and technical staff working in pathology 
(including cytology screening) have been offered pay increases 
of between 7 per cent and 11 per cent, with some trainees 
getting up to 26 per cent. 


Administrative and clerical, ancillary, and ambulance staff have 
accepted the three-year pay deal. 


6:39 This is an innovative deal which if accepted will be the 
first of its kind in the public sector. It signals a new approach to 
pay deals in times of low inflation. It also begins to tackle issues 
of low pay by providing rises above the going rate for some 70,000 
of the lowest paid staff in the NHS. 
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Agenda for Change®*” 


6.40 It has long been acknowledged that the current pay 
system is outdated and inflexible. Agenda for Change — Modernising 
the NHS Pay System!” published in February 1999 set out the 
Department's proposals to reform the pay and conditions of service 
of staff employed in the NHS. Negotiations based on those 
proposals have taken place over the last year between 
representatives of NHS Trade Unions, employers and the four 
Health Departments. 


6.41 A Joint Framework of Principles and Agreed Statement on 
the Way Forward” issued in October 1999 set out the issues that 
form the foundation for further negotiations during the remainder 
of the year. Joint technical working groups have been established 
to inform the central negotiations. A Job Evaluation group ran 
throughout 1999 with Career and Pay Progression, Terms and 
Conditions of Service and Implementation groups in operation 
from January 2000. The future timetable envisages joint agreement 
by May 2000 with early implementation of the new arrangements 
from | April 2001. 


Consultants’ Contract 


6.42 The Health Departments have also reached agreement 
with the British Medical Association (BMA) on implementation 
of the recommendation of DDRB to award an additional £50 
million to hospital medical and dental consultants in recognition 
of their workload, intensity of work and overall contribution to the 


NHS. This has now been endorsed by the DDRB. 


6.43 As well as introducing a new system of intensity 
payments, a further £6 million (GB) will also be invested to 
increase the number of discretionary points available for each 
eligible consultant and to enable more consultants to benefit from 
them by adding extra points to the present scale. The agreement 
also set out the issues to be developed in contract negotiations over 
the next few months, including job planning, appraisals and career 
and professional development. 


Nurse, Midwife and Health Visitor Consultants 


6.44 The development of this new role for nurses, midwives 
and health visitors is at the forefront of the Government’ plans to 
modernise the NHS, helping to make services more accessible and 
responsive and to drive up quality. Details were set out in the new 
nursing strategy, Making a Difference", and subsequently in 
detailed guidance issued to the NHS in September 1999. The new 
role has been developed to strengthen clinical leadership, to provide 
a new career opportunity for experienced practitioners who might 
otherwise enter management or leave the profession to advance 
their careers and earnings, and to help provide better care and 
services. The new posts will ensure that the most experienced and 
expert nurses, midwives and health visitors can remain in 
practice, doing what they came into the profession to do. In 
January 2000, 141 of the new posts were approved covering all the 
Government’s main priorities for health care improvements. Most 
appointments will be made by April 2000 and further tranches will 
follow. 


Recruitment 


Nurse Recruitment Campaign 


6.45 When the Prime Minister launched the new nursing 
strategy, Making a Difference’ in July 1999, the Department 
recognised that the NHS needed more nurses and midwives to 
address current shortages and keep pace with the demands of 
providing faster, more accessible, high quality services to patients. 
The NHS has clearly suffered from previous cuts in training places 
for nurses and midwives in the early 1990s. Between 1992 and 
1995 the number of training places was reduced by 28 per cent. 


6.46 At September 1998 there were 765,960 whole time 
equivalent nursing midwifery and health visiting staff directly 
employed in NHS hospitals and community health services, 
compared to 758,100 at 30 September 1997. The figure for 
September 1999 has not yet been confirmed but indications are 
that there has been a further increase. The future of nursing and 
midwifery recruitment now looks far brighter. This year over 
19,000 nursing and midwifery training places are available, 4,000 
more than 3 years ago. In all over 6,000 extra training places will 
be available by the summer of 2002. Over 3,000 nurses and 
midwives have already returned to the NHS with a further 2,000 
more intending to do so as a result of the national recruitment 
campaign launched in February 1999. The number of applications 
for nursing and midwifery courses for this academic year has also 
risen by over 79 per cent. A further national recruitment 
campaign was launched in February this year with high profile 
press and TV advertising, targeted on those areas with the 


highest vacancy levels in nursing and midwifery. 


Recruitment of PAMs 


6.47 A greater focus on rehabilitation is increasing demand for 
physiotherapy and occupational therapy services and there are 
shortages in these professions. Investment in PAMs training 
continues to increase and the professions remain a popular choice 
with students. In the last five years, the number of training places 
of occupational therapists has grown by 41 per cent, and for 
physiotherapists by 45 per cent. We are looking at ways of 
widening access into these professions and encouraging 
applications from those employed in the NHS who wish to pursue 


a professional career. 


6.48 The substantial investment in the training of PAMs 
needs to be matched by initiatives to improve retention in these 
professions. Making a Difference! sets out the Government's 
commitment to strengthen and to maximise the nursing 
contribution. Whilst there are similarities in some issues, PAMs 
have different needs. Recognising this, the Department hosted a 
day of discussions in November 1999 involving a range of key 
interests from the PAMs professional bodies, employers, trade 
unions and higher education. A range of topics was discussed such 
as career progression, retention, diversity of the workforce, 
strengthening education including quality assurance, skill mix and 
modernising professional regulation. These discussions are 


continuing on how these issues should be developed to meet the 


demands and challenges of the future. 


6.49 In addition a “Careers Pack” is being developed as part 
of the Recruitment & Retention Unit's Sharing Ideas" series. It 
will contain accounts of the career paths of PAMs staff working 
within the NHS and will provide inspirational models for 
individuals who are contemplating making their careers in the 


NHS and their managers. 


Recruitment of Scientists and Technicians 


6.50 There are also potential recruitment and retention 
problems within the Scientist and Technical workforce. The 
Recruitment and Retention Unit in the NHS Executive recently 
held a practitioner workshop, which included officers from the 
relevant profession bodies, to review some of the recruitment and 
retention problems associated with this sector. The Unit has set up 
an Implementation Working Group with the key stakeholders to 
draw up a recruitment and retention strategy for scientists and 
technical staff. The Department will ensure that initiatives to 
improve the image of the NHS as an employer and to improve the 
quality of working life for NHS staff has an impact on the scientific 
and technical services as well as other parts of the NHS. In 
addition, the NHS careers information service, launched in April 
1999, will be extended during 1999-2000 to other services — 


including Scientists and Technicians. 


Recruitment of Doctors 
6.51 In July 1998, the then Secretary of State for Health 


announced an increase in medical school intake of about 1,000 
places (about 20 per cent) for the UK, by 2005. In England a Joint 
Implementation Group chaired by the Department of Health’s 
Permanent Secretary, Chris Kelly, and Sir Brian Fender, Chief 
Executive of the Higher Education Funding Council for England 
(HEFCE), was established to co-ordinate the allocation process on 


behalf of HEFCE. 
6.52 In January 1999 HEFCE allocated a first tranche of 158 


additional places to existing medical schools with additional 
capacity for autumn 1999. In addition, the Joint Implementation 
Group launched a bidding exercise for further medical school 
places. In June 1999, HEFCE announced a second tranche of 
medical school places bringing the total allocation of additional 


places to about 840. 


6.53 A third tranche allocation of places will be announced in 
spring 2000 when for the first time some graduates will be able to 


apply to enter a shortened 4-year course in medicine. 


6.54 In February 1999, the Department announced increases 
in numbers of higher specialist trainees in General Medical Services 
(GMS), amounting to an additional 150 GP Registrars over and 
above the current baseline level during the period April 1998 to 
March 2000. In March 1999, the Department made a further 
announcement about increases in numbers of higher specialist 
trainees in the Hospital and Community Health Services 
(HCHS), amounting to a net increase of 137 Specialist Registrar 
(SpR) placements. At the same time, there would be approximately 
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50 additional Senior House Officer (SHO) posts. £4.5 million was 
made available in the Medical and Dental Education Levy to help 
fund these new SpR and SHO posts. 


6.55 The increases were as a result of recommendations made 
by the Speciality Workforce Advisory Group (SWAG) which take 
account of a range of information and input. The 
recommendations are intended to achieve a balance between the 
picture of future demand for consultants emerging from the annual 
speciality review process with, amongst other factors, the overall 
supply of young doctors, available finance, likely activity growth 


and trends in skill and grade mix. 


6.56 SWAG has since undertaken further analytical work 
during 1999-2000 and has made further recommendations 
about numbers of higher specialist trainees for 2000-01. These 


recommendations are presently under consideration. 


Improving Working Lives Campaign 

6.57 This campaign is an integral part of the Government 
wide agenda on supporting families and one of the key strategies 
in Working Together! and Making a Difference’. It is an 
essential part of the programme to improve recruitment and 
retention in the NHS. The campaign will develop comprehensive 
standards for the implementation of family friendly policies, raise 
awareness and promote modern, flexible employment practices, 


and share good practice. 


Workforce Planning Review 


6.58 The Health Select Committee's report on Future NHS 
Staffing Requirements” published in March 1999 recommended 
a major review of current planning procedures, which should pay 
particular regard to their rationalisation and eventual replacement 
by an integrated planning system. In its response “’”in June 1999, 
the Government recognised the need to improve workforce- 
planning arrangements in the NHS, and announced that a major 


review would be launched in the near future. 


6.59 The review is considering workforce planning 
arrangements at all levels within the NHS and the NHS 
Executive itself. It is looking at how the Department plans the 
workforce and what kinds of workforce are being planned for. It 
is exploring the opportunities and barriers, which currently exist 
for effective and efficient workforce planning within the context 
of current related policy initiatives and known future changes likely 
to impact on the workforce. 


6.60 There are three phases to the review: 


e A review of how the NHS and NHS Executive goes about 
workforce planning, establishing issues and concerns from those 
involved in workforce planning, both within and outside the NHS; 


e@ Publication of a consultation document derived from the review; 


and, 
e Implementation. 
The first phase of the review has been completed by way of 


bilateral meetings between the review team and stakeholders. 
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6.61 The scientific and technological workforce represents a 
microcosm of the range of staff groups (other than doctors and 
nurses) for which improved workforce planning arrangements are 
required as part of the strategic framework encompassed within 
Working Together. The National Advisory Group for Scientists 
and Technologists is currently seeking baseline information on 
which future workforce planning assumptions can be used for this 
sector. This, in turn, will lead to the introduction of better 
strategies for education and training and to the development of 
improved career pathways. The anticipated outcome will be a 
robust and sustainable recruitment and retention policy for this 


sector of the workforce. 


Staff Involvement 
6.62 A Taskforce of 13 people, mostly frontline NHS staff, 


was set up in 1998 to make recommendations to Ministers on 
ways of better involving NHS staff in planning and delivering 
services. The report of the Secretary of State's Taskforce on Staff 
Involvement was launched in July 1999 and was warmly endorsed 
by Health Ministers. The NHS Social Partnership Forum (a 
national body representing NHS employers, trade unions and the 
NHS Executive) is preparing a detailed programme of 
implementation activities to take forward the recommendations, 
including developing a self-assessment tool and support for 


partnership events. 


Staffing Numbers 


6.63 The NHS Pension Scheme is an important factor in 
recruitment and retention and has contributed to the success 
already being achieved in attracting new staff and qualified staff 
back into the NHS, together with the measures in hand to improve 
staff retention which are outlined in this chapter should enable the 
NHS to tackle shortages of qualified staff and to ensure that it has 
the professional staff it needs in the future. Figure 6.1 provides 
details of the numbers of directly employed Hospital and 
Community Health Services staff in England at September 1998. 


Figure 6.1: NHS Hospital and Community Health 
Services Staffing at September 1998 


England as at 30 September 1998 Whole-time Equivalents 
All directly employed staff 765,960 
Nursing, midwifery and health visiting staff 

(including learners)' 334,280 
Scientific, therapeutic and technical staff 103,540 
Healthcare assistants 20,770 
Medical and dental staff 58,750 
Support staff 65,340 
Administration and estates staff 167,700 
Ambulance staff 14,940 
Other staff 640 


1 Nursing and midwifery figures exclude students on Project 2000 training 
courses; there were around 33,000 such students in September 1995. 
34,000 in September 1996, 36,000 in September 1997, and 38,000 in 
September 1998. 


2 ‘Support staff’ include about 40 wte staff that could not be attributed to 
either ‘healthcare assistants’ or ‘support staff’. 


3 Total may not add to the sum of their components because of rounding. 


Delivery of Change 
6.64 Increasingly the capacity of the NHS workforce to deliver 


change is recognised as key to improving performance and 
implementing policy priorities. The agenda for health and 
service change has major implications for changing the ways the 
NHS is delivered and a key focus of work has been to ensure the 
capacity to deliver change is present within the NHS. Action is 
underway to use the expertise and leadership already present in 
local organisations that are performing well. 


The NHS Learning Network and NHS Leadership 
Programme 


6.65 


infrastructure for sharing good practice, the NHS Learning 


The Department is introducing changes within the NHS 


Network. The network identifies on-the-ground expertise in 
delivering improvement. It also makes available resources for 
individuals to pass on their knowledge and skills to others in the 
NHS, so that they can implement similar improvements. The 
Learning Network targets key priorities and provides mechanisms 
for: 


e Sharing information about what works; 


© Opportunities to develop the skills to drive change within and 


across organisations; and, 
© Improving NHS leadership capacity. 
6.66 


form the core of the network. Local organisations have been 


The Department is building on what already exists to 


identified through the Beacons programme, and where evaluation 
has shown a high level of expertise in delivering performance 
improvements. In addition expertise is being harnessed in 
improving access through process redesign and the collaborative 
improvement work of the national teams such as NPAT to 
accelerate growth in NHS capacity to deliver change. The 
leadership and management development capacity is growing 


through the new VHS Leadership Programme. 


Change Priorities 
6.67 


Early support is focusing on: 


® The National Service Frameworks programme, where 
improving capacity to deliver change within the NHS and social 


care is central to the delivery and implementation process; 


© The National Development Programme for primary and 
community care as they move to PCT status, alongside 


ongoing support for PCGs; and, 


® Delivery of a First Class Service with emphasis on the 
introduction of clinical governance, in particular the 


development of leadership capacity. 


6.68 
of the NHS capacity being harnessed include: 


In addition to the 290 Beacon Services, specific examples 


@ A Trust who have successfully managed their financial recovery 
plan as a result of the effective management of change; (see case 


example below) 


e ‘Trusts who have used process re-design and business excellence 


to reorganise and improve the patient experience; and, 


e A partnership of NHS bodies (Trusts, PCGs and HAs) who have 
improved patients’ experiences as they move across organisational 


boundaries, by working collaboratively to deliver changes. 


This work will continue throughout 2000 with a view to 
underpinning acceleration of the modernisation agenda by 
increasing the capacity and skills base of the NHS to deliver 
improvements through effective management of the changes 


required. 


Royal United Hospital Bath NHS Trust 


The effective handling of major 
organisation change 


The Royal United Hospital (RUH) has successfully 
managed its financial recovery plan as a result of the 
effective management of change. 


Description of Initiative 


The RUH has been through an extensive financial recovery 
plan involving the reduction of 10 per cent of its operating 
budget, together with 450 posts. The organisation has 
done this and grown through the following developments: 


* Clinical leadership development; 
* A strong culture of performance management; 


¢ Working with clinicians to benchmark and change 


clinical service provision based on evidence from the UK 


and abroad; 


¢ Multi-professional education and development 
programmes; 


¢ A programme of patient and staff involvement; and, 


¢ Implementation of a management structure based largely 
on the development plans of both our own staff and other 
agencies in achieving the new agenda for the NHS. 


Financial recovery and further organisation development 
has been achieved by the engagement and leadership 
development of practising clinicians. Clinical staff, enabled 
and supported by Human Resources specialists has led the 
service and practice developments and associated 


workforce changes. 
This has led to: 


¢ Multi-professional, multi-agency development activities 


shared within Wales and Northern Ireland; 


* Clinically led strategic planning shared regionally and 


nationally; and, 


¢ Executive team and clinical directors teaching and 
participating actively in management learning and 


education. 
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7. Tackling the major 
killers 


Cancer 


Modern and Dependable Cancer Services for the 21st 
Century 


pel The Secretary of State for Health has identified cancer 
as a ‘Key Priority’ and has stressed the need to step up the pace of 
modernisation. At the heart of the modernisation programme is 
a determination to reduce the impact of cancer on people’s lives 
and create one of the best cancer services in the world. National 
Cancer Director, Professor Mike Richards, is spearheading this new 
drive on cancer, working in partnership with doctors, nurses, GPs, 
other health professionals, patients and the voluntary sector, to 
steer cancer services into the new millennium. 


4 Key facts: 
® Cancer causes 156,000 deaths in the UK every year; 


© Two in five of the population will develop cancer in their 
lifetime and 1 per cent of the population in England & Wales 
will eventually be registered with some form of malignancy at 


any one time; and, 


© There are variations in the quality and consistency of treatment 


and care across the country. 


SS) The Government is determined to reduce the impact of 
cancer on people’s lives. The ten-year programme of action for 
cancer announced at the Downing Street seminar in May 1999 is 
targeting funding to help people safeguard their own health; speed 
access to cancer services and raise standards. Specific areas of 


progress include: 


® The White Paper Saving Lives: Our Healthier Nation”, sets out 
the Government’s commitment to reduce the death rate from 
cancer amongst people aged under 75 by at least a further fifth 
by 2010. This will involve action on prevention, screening and 


treatment which will together aim to prevent 100,000 deaths; 


® £10 million this year for new smoking cessation services 
including free Nicotine Replacement Therapy (NRT), in the 26 
Health Action Zones - to be rolled out on a national basis from 
April 2000; 


® Substantial additional funding since 1997 in cancer treatment 
and care as set out in Figure 7.1; 


® From April 2000, an additional £80 million over the next two 


years to modernise cancer services. This money will be used for 
cancer outpatient waiting times and to improve services for 


gynaecological cancers in line with evidence-based guidance; 


The biggest ever single cash investment in cancer equipment of 
£93 million of lottery money from the New Opportunities 
Fund to cut delays, improve services and save lives; Over 300 
items of equipment for the NHS Breast Screening Programme 
will be purchased, including mobile screening units or trailers, 
mammography and ultrasound machines; 56 linear accelerators, 
which play a vital role in the treatment of cancer, generating 
high-energy radiation beams, which are precisely targeted at the 
tumour and 33 MRI scanners which can be used to aid the 
diagnosis of cancer and assess the effectiveness of treatment 


given for the disease; 


® Extra targeted investment in breast, colorectal, lung and 


gynaecological cancer services since 1997 to speed access to high 


quality care; 


£100 million investment in cancer equipment announced 
4 January 2000, to purchase CT scanners, planning computers 


and simulators; 


Further funding from the New Opportunities Fund of 
£23 million will mainly be invested in palliative care and 
information. The initiative will concentrate on projects 
specifically targeted at the elderly, the young and ethnic 


minorities; 


The new NHS; modern, dependable” set a standard that enables 
patients with suspected cancer to get an urgent outpatient 
appointment within 2 weeks. An extra £10 million of 
additional funding in 1999 and a further £60 million from April 
2000 are supporting this over two years from 2000; 


New cancer referral guidelines will help GPs identify patients 
with symptoms that require urgent investigation so that they can 
be appropriately and quickly referred for an outpatient 


appointment; and, 


“On the spot” style booking systems for cancer services are being 
rolled out in 9 cancer networks across the country supported by 
£6 million of funding. This modern approach to cancer 
treatment has the potential to significantly improve patient care 
by radically speeding up the diagnosis of cancer and reducing 
delays at every stage of the process from diagnosis to treatment 


and follow-up care by: 


Providing patients with almost immediate urgent 


appointments with specialists; 


Introducing “one-stop clinics” to allow all diagnostic tests 
to be carried out in a single visit and results made 


available on the same day; 


Enabling patients to pre-book their appointments if they 
need treatment. This will offer them a choice of dates 
and times and take away the uncertainty of not knowing 


when the next stage of their care will happen; 
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Co-ordinating surgery with follow-up therapy so patients 
know in advance what will happen and when. This 


streamlined service will minimise delays. 


Figure 7.1: Selected additional Funding for Cancer Treatment and Care since 1997 


1997-98 
Breast Cancer ®” 10 
Colorectal Cancer” 
Lung Cancer” 
Cancer Outpatients Waits 
Gynaecological cancer 
Cancer Screening Pilots 
Cancer OP Waiting Times” 
Capital Modernisation Fund“ 
New Opportunities Fund” 
Equipment 


Palliative Care 


£ million 


1998-99 1999-2000 2000-01 2001-02 
10 10 10 10 

10 10 10 10 

10 10 10 

10 10 10 

sf) 10 

1 6) 

30 30 


1 £100 million investment in cancer equipment over the three years 2000-01, 2001-02 and 2002-03, £30million in 2000-1. 
2 £116 million made available from national lottery money over the two years 2000-01 and 2001-02 for equipment and palliative care. 
3 Breast/Colorectal/Lung Cancer — funds have been added recurrently to HAs unified allocations. 


4 Cancer Outpatient Waits — (MF) funds are available each year. 


5 Gynaecological/Breast Cancer — (MF) £9m for Gynaecological services was issued recurrently as part of HA unified allocations for 2000-01. The remainder 


of the funding is to be spent centrally, in-year. 


6 Cancer outpatient Waiting Times — (MF) funds added recurrently as part of HA unified allocations for 2000-01. 
N.B. This excludes other cancer expenditure increases such as new drug treatments. 


National Review of Progress Completed 


7.4 Since the Downing Street seminar in May 1999, all 
Regions of the NHS have been required to complete a review of 
progress in implementing the recommendations within A Policy 


Framework for Commissioning Cancer Services“ (Calman/Hine). 


75 The Department is now undertaking preliminary 
analysis and has found that different approaches have been taken 
across Regions to designating cancer units and centres and not all 
have, as yet, completed the process. Progress has been uneven, and 
action is now in hand to meet the Calman/Hine recommendations 
as follows: 


@ All services have identified a lead cancer clinician to oversee and 
manage the delivery of cancer care within a network; 


® Good progress is being made in establishing multi-disciplinary 


teams of specialists in breast, colorectal and lung cancers; 


e All NHS Trusts and Health Authorities are developing action 
plans for the implementation of the recently published 
guidance on gynaecological cancers; and, 


® Additional 


recommendations within evidence based guidance to improve 


funding is helping to 


implement the 


outcomes in breast, colorectal and lung cancer services. 


Bz 


7.6 The Department will use the information from the 
review of progress to target specific problem areas and will ensure 
a more consistent approach in future. Common national standards 
for cancer and palliative care and performance indicators to 
measure the quality of care have been developed which will be used 
by all hospitals throughout the country. The NHS and others with 
an interest on these standards and performance indicators have 
been consulted with a view to rolling them out nationally from 
April 2000. Further performance indicators will be developed as 


new evidence-based guidance for specific types of cancer is 


published. 


ras There are also a number of additional areas of action, 
which will help to ensure greater consistency in the quality of 
cancer care across the country. They include: 


® The new National Cancer Director, Mike Richards, who will 
help the NHS to implement best practice to improve quality 
and speed up access to cancer treatment; 


e The Cancer Action Team will work with Regional Offices to 
improve cancer services consistently across the country by 
spreading models of good practice; 


® Continuing to review the breast and cervical screening 


programmes to ensure a high quality service; 


In England, the National Institute for Clinical Excellence will 
improve standards by advising and issuing guidelines to the 
NHS and the public on best clinical practice and by assessing 
the case for introducing new medicines and treatments (see also 


paragraphs 6.3 to 6.7); 


e The Commission for Health Improvement will be the champion 
of high quality standards through a rolling programme of visits 
to NHS Trusts and will also act as a ‘trouble-shooter’ where 
necessary (see also paragraphs 6.23 to 6.27); 


© The human resources strategy, Working Together” sets out the 
framework for securing, preparing and supporting a specialist 
workforce. There will be more cancer doctors, nurses and other 
health care professionals over the next few years. This will be 
taken forward through a review of workforce, to ensure we have 
the right staff in the right place (see also paragraphs 6.58 to 
6.61); and, 


The Department continues to work closely with voluntary 
organisations, so that their experience and knowledge can play 
a real part in developing cancer services both locally and 
nationally. 


Breast screening in women aged 65 to 69 


7.8 Three pilot schemes have been set up to establish the 
feasibility and cost-effectiveness of extending the breast screening 
programme to women aged 65 to 69. The last of these will finish 
in spring 2000. It is recognised that it will take some time to 
evaluate the pilots once they have finished. It is hoped that this 
two-year data will be sufficient for us to confirm our decision to 
roll-out the extension nationally. If the data shows clearly that 
inviting women aged 65-69 is feasible and cost effective, we intend 
to take steps to extend routine invitations to women aged 65 to 


70, in order that all women will be invited for an extra two screens. 


Coronary Heart Disease 
igo) Coronary Heart Disease (CHD) is a priority for this 


Government. It is one of the major killers and it is a Government 
priority to modernise and speed up access to treatment and 


champion the preventative action which can be taken to reduce the 


risk of CHD. 
7.10 In October 1999 the Secretary of State for Health 


announced as an interim measure that £50 million would be used 
to boost heart surgery rates, ensuring that thousands more 
patients receive their heart operations promptly. This was 
followed by Modernising Health and Social Services: National 
Priorities Guidance 2000/01 — 2002/03” issued in January 2000 
which set out the following priorities for the NHS: 


@ All Health Authorities to develop and implement local 
prevention policies on CHD and stroke, by March 2001; 


© Increase nationally the number of coronary revascularisations 


(CABG/PTCA) by 3,000 by April 2002; and, 


® To achieve the milestones for April 2001 set out in the CHD 
National Service Framework. 


National Service Framework 


ait The National Service Framework (NSF) for CHD, 
published on 6 March 2000, was developed with the advice of an 
independent External Reference Group chaired by Professor Sir 
George Alberti, president of the Royal College of Physicians of 
London. The NSF is the Government’ radical and far-reaching 
programme for tackling CHD that sets standards and service 
models for all aspects of the disease. It sets an ambitious 10-year 
strategy to deliver fair and fast access to high quality modern 
services with an emphasis on early diagnosis and prompt 


treatment. 


Rilke The NSF sets 12 national standards for improved 
prevention, diagnosis and treatment as well as goals to secure fair 
access to high quality services over the 10-year period. Standards 


and service models and goals are given for: 
® Reducing heart disease in the population (Standards 1 & 2); 


® Preventing CHD in high risk patients in primary care 


(Standards 3 & 4); 


Heart attacks: AMI and other acute coronary syndromes 


(Standards 5, 6 & 7); 
® Stable angina (Standard 8); 
® Revascularisation (Standards 9 & 10); 


e Heart failure and palliative care for people with CHD 
(Standard 11); and, 


® Cardiac Rehabilitation and secondary prevention of CHD 
(Standard 12). 


Immediate priorities 
7.13 The long-term goals of the NSF include building 


capacity, increasing specialised workforce, improved prevention and 
faster access to services. For example, the goal on CABG 
procedures is that no one should wait more than three months 
from decision to operation. The NSF also identifies measures 
against which progress will be monitored (e.g. death rates 
following heart attack). The milestones set to guide progress 


including a package of ‘immediate priorities’ for action to tackle 


CHD: 


e By April 2001, Health Authorities will introduce specialist 
smoking cessation clinics, helping 150,000 people; 


e By April 2001, there should be 50 rapid-access chest pain 
clinics, to help ensure that people who develop new symptoms 
that their GP thinks might be due to angina can be assessed by 
a specialist within two weeks of referral. There should be 100 
rapid-access chest pain clinics by April 2002 and nationwide 


roll-out thereafter; 


e By April 2001, reducing call-to-needle time for thrombolysis for 


heart attacks (the time from when the initial call is made until 
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clot-dissolving thrombolytic therapy begins); this involves: 


Improving ambulance response times so that 75 per cent 


of category ‘A’ calls receive a response within 8 minutes; 


Increasing to at least 75 per cent the proportion of AXE 


departments able to provide thrombolysis; 
Leading to — 


75 per cent of eligible patients receiving thrombolysis 
within 30 minutes of hospital arrival by April 2002 and 
within 20 minutes by April 2003; 


e By April 2002, improving the use of effective medicines after 
heart attack (especially use of aspirin, beta-blockers and 
statins) so that 80-90 per cent of people discharged from 
hospital following a heart attack will be prescribed these drugs; 


e By April 2002, increasing the total number of revascularisation 


procedures, providing an extra 3000; and, 


e By October 2000, beginning to modernise services for CHD 
by delivering the first milestones of the NSF on systematic 


approaches to delivery of care. 


Saving Lives 


7.14 The NSF will help achieve the ultimate target set out in 
the White Paper Saving Lives: Our Healthier Nation”, which set 
out the Government’s commitment to reduce the death rate from 
CHD, stroke and related diseases amongst people aged under 75 
by at least two fifths by 2010 to save a total of 200,000 lives. 


vas Saving Lives: Our Healthier Nation”, set out plans for 
an exciting new initiative to provide automated external 
defibrillators (AEDs) in busy public places such as airports, railway 
stations and shopping complexes and to train lay people to use 
them. The initiative aims to increase survival rates from out-of- 
hospital cardiac arrest by reducing the critical time between cardiac 
arrest and first defibrillation — a key element in the “chain of 
survival”. Advice on implementation of the scheme has been 
provided by a group of key experts from cardiology, resuscitation, 
voluntary aid societies and the ambulance service. The programme 
will be launched shortly and up to 700 AEDs will be deployed in 
key sites around England over the coming year. 


National Director for Heart Disease 


7.16 Dr Roger Boyle, a consultant cardiologist and member 
of the External Reference Group, has been appointed as National 
Director for Heart Disease. He will work closely with doctors, 
nurses and other health professionals, managers and the voluntary 
sector to implement the NSE 


Mental Health 
alae The National Psychiatric Morbidity Survey shows that 


one adult in six suffers from a common but moderately severe 
mental disorder. Problems range from anxiety and depression to 
rarer, but very severe conditions such as schizophrenia (less than 


0.5 per cent). Depression is one of the most common mental 
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illnesses, affecting at least 6 per cent of the population at any one 
time. It is estimated that up to one quarter of routine GP 
consultations are with people with a mental health problem. 
Around 15 per cent of people with depression go on to commit 
suicide. Mortality among people with schizophrenia is 1.6 times 


that in a general population of similar age and gender. 


Overall Strategy 
7.18 Modernising Mental Health Services”, published in 


December 1998 set out the Government's vision for the future of 
mental health services in England. The Department is now 
developing and implementing three strands of policy to support 
this vision of a modern and comprehensive mental health 


service. [hese are: 
@ The Mental Health National Service Framework; 
@ The Review of the 1983 Mental Health Act; and, 


e@ The investment of £700 million of additional resources over 


three years to improve mental health services. 
National Service Framework 


TAG The Mental Health National Service Framework” was 
published in 30 September 1999. It sets out seven standards 
covering: mental health promotion; primary care and access to 
services; effective services for people with severe mental illness; 
caring for carers; and, reducing suicides in line with the target in 
Saving Lives: Our Healthier Nation”. \t also provides a guide for 
local health and social care communities on how to structure, 
manage and assess their mental health services. This will be 
monitored through national milestones and rigorous performance 
management. The Mental Health National Service Framework was 
well received by the field, and local implementation teams are now 


taking it forward. 
Reform of the 1983 Mental Health Act 


7.20 In November 1999 the Department launched our 
Green Paper Reform of the Mental Health Act 1983°°. This 
proposes the biggest shake up of mental health legislation for forty 
years and outlines a modern legal framework that will protect both 
patients and the public. The proposals address the need for 


modernisation in three ways: 


® Legal powers will be taken to enable compulsory treatment to 
be extended from the hospital ward into the community for the 


first time, using new Community Treatment Orders; 


e The law will be clearer and easier for both patients and 
practitioners. The confusion in the current mental health 
legislation, which provides for several routes to compulsory 
treatment will be abolished. In future there will be a single entry 


point; and, 


e An independent judicial body to replace the present Mental 
Health Review Tribunals and managers’ hearings, which are 
cumbersome and bureaucratic, will take decisions about 


compulsory treatment. 


Resources 


721 This year, the Government has invested a total of £126 
million of new money in adult mental health services. This is in 
addition to the existing resources of nearly £3.8 billion which are 
spent on mental health services in the NHS and on social care for 
mentally ill people every year. Details of the breakdown and 
method of distribution are given in Figure 7.2. 


Figure 7.2: Additional Funding for Adult Mental Health Services 1999-2000 


Funding for 1999-2000 


Health Service Funding 


Adult Mental Health Modernisation Fund 
of which: 


Unified Allocations — 24 hour staffed accommodation, assertive outreach 
teams, out of hours access and anti-psychotic medication 


Central Fund — for additional secure places, Beacons and region-wide 
development activity 


Strategic Assistance Fund for Mentally Disordered Offenders 
(final year — non-recurring) 


Mental Health Partnership Fund — to support innovative service strategies 
around broader mental health policy initiatives, with a particular emphasis 
on inter-agency partnerships 


Support for education and training for doctors and nurses and 
MADEL/NMET“” 
Estimated expenditure on drug treatments') 


Local Authority Funding 
Mental Health Grant (adult service) 


Total 


£ million Method of Distribution 
40 
19 Unified allocations to Health Authorities 
21 Biddable funds for Health Authorities 
15 Distribution announced with unified allocations 
4 Distribution announced with unified allocations 
Az Within levies 
17 Unified allocations to Health Authorities 
38 Allocations to Local Authorities 
126 


1 These items sum to the £30 million referred to in paragraph 15 of HSC 1998/233. 


2 It is expected that nationally around £17m from unified allocations will be spent on drug treatments in mental health. 


22 Modernising health and social services: national priorities 
guidance 1999-2000” set out the areas on which this money 


should be focused: 


© Improve users’ and carers’ access to services, the quality of 
continuing care and treatment they receive, and reduce the risk 
of suicide in line with the target in Saving Lives: Our Healthier 
Nation”. This will include robust plans for inter-agency 


working; 


® Improve the delivery of appropriate care and treatment to 
patients discharged from hospital by reducing the national 
emergency psychiatric re-admission rate by 2 per cent from the 


1997-98 baseline by 2002; and, 


© Improve access to relevant mental health services and increase 
public safety by setting up mechanisms to support regional 
specialised commissioning of high and medium secure 
psychiatric services in shadow form by 1 April 1999 and fully 
by 1 April 2000. 


Managing Dangerous People with Severe Personality 
Disorder 


ripe ae. In July 1999 the Department of Health and the Home 
Office published the consultation paper Managing Dangerous 
People with Severe Personality Disorder!, setting out the 
Government’s policy objectives for tackling the risk posed by a 
small minority of people with a severe personality disorder who 


pose a risk of serious offending. The consultation period ended at 


the end of December 1999. 


7.24 Officials in the Department are working closely with 
colleagues in the Home Office, the prison service and NHS secure 
psychiatric services to improve the assessment and management 
of this difficult group in secure settings. A short-term project group 
looking at improving good practice in community services for 
people with severe personality disorder has been established. Cross- 
Government initiatives which contribute to the primary and 
secondary prevention of severe personality disorder are being 


brought together. 


55 


Ww 
- 
wv 
& 
- 
oS 
wo 
= 
vo 
= 
~~ 
bo 
= 
= 
= 
_ 


n 
a 
a 
ae 
— 
2: 
3 
= 
® 
<= 
a 
op 
A= 
= 
% 
- 


Child and Adolescent Mental Health Services (CAMHS) 


7d The Government has committed a further £84 million 
to health and local authorities over three years to improve child and 
adolescent mental health services (CAMHS). This is in addition 
to £6 million already committed to improving local authority child 
mental health services, making £90 million in all by 2002. The 
overall funding for the current year (1999-2000) is £20 million. 


7.26 The funding is designed to assist health and local 
authorities to meet specific objectives set out in Modernising health 
and social services: national priorities guidance 1999-2000”. The 
overall requirement is to improve provision of appropriate, high 
quality care and treatment for children and young people by 
building up locally based services. This is to be achieved through 
improved staffing levels and training at all tiers, and improved 
liaison between primary care, specialised CAMHS, Social Services 
and other agencies. All health authorities and social service 
departments will be expected to prepare a detailed CAMHS 
development strategy setting out how they intend to meet these 


targets and to modernise and improve the service. 


PPX: The development of services will require long term 
investment, especially in trained staff, and service costs will need 
to continue to be borne as a consequence of the additional 
investment being made, including increased provision of local 


resources. 
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8. Saving lives and 
improving health 


Saving Lives: Our Healthier Nation ®” (OHN) 
8.1 The White Paper Saving Lives: Our Healthier Nation®” 


was published following extensive consultation in July 1999. It sets 
out the Government's health strategy, which aims to improve 
everyones health, and in particular that of the worst off. This 
priority to which the whole Government is committed, was 
given added impetus by the independent inquiry into health 
inequalities, chaired by Sir Donald Acheson, whose Report of the 
Independent Inquiry into Inequalities in Health”, was published 
in November 1998. 


8.2 The Government aims to save lives, promote healthier 
living, reduce inequalities in health and narrow the health gap. This 
requires action across Government to deal with some of the factors 
which harm people’s health such as air pollution, unemployment, 
low wages, poor housing and crime and disorder. In order to 
signify this commitment across Government the White Paper 
carried the signatures of 12 Ministers from a wide range of 
Government Departments. The health strategy acknowledges that 
individuals can help to improve their own health, for example, 
through physical activity, better diet and stopping smoking. In 
addition The Healthy Citizens Programme will provide 
opportunities for individuals to have the knowledge and expertise 
they need to deal with health problems. 


Tackling inequalities 


8.3 The health strategy recognises that it is clear that the 
poorer a person is the more likely he or she is to be ill and to die 
younger. Tackling health inequalities: An action report” was 
published alongside the White Paper” and demonstrates that 
there are a number of factors which contribute to inequalities in 
health, and outlines the work that is being put in place by 
Government to narrow the health gap. The technique of health 
impact assessment will play a key role in ensuring that policy- 


making across Government reflects this goal. 
8.4 Examples of health inequalities include: 


e Thirty nine per cent of men in unskilled manual households 
smoke compared to 18 per cent of men in professional 
households. Among women, 32 per cent smoke in unskilled 
households and semi-skilled households compared with 13 per 
cent in professional households; [Source: ONS, 1996 General 
Household Survey] 


© The death rate from coronary heart disease in people under 65 
is almost three times higher in Manchester than in Kingston & 
Richmond HA, 75 and 25 per 100,000 respectively in 1995- 
97; [Source: ONS Mortality Statistics] 


© Death rates from coronary heart disease for those born in South 
Asia are 46 per cent higher for men and 51 per cent higher for 
women than rates for England and Wales as a whole; [Source: 
Wild S., and McKeigue P., British Medical Journal, 8 Mar. 
1997] and, 


e An unskilled working man is four times more likely to die from 
lung cancer than his professional counterpart. [Source: ONS, 
1997, “Healthier Inequalities” ] 


Tackling Major Killers 


8.5 The major causes of premature death have been 
identified as priorities and tough but attainable targets have been 
set in Saving Lives — Our Healthier Nation®” for reducing 
deaths by the year 2010. They are: 


® Cancer: to reduce the death rate in people under 75 by at least 


a fifth; 


® Coronary Heart Disease and Stroke and related illnesses: to 


reduce the death rate in people under 75 by at least two fifths; 


e Accidents: to reduce the death rate by at least a fifth and serious 


injury by at least a tenth; and, 


@ Mental Health: to reduce the death rate from suicide and 


undetermined injury by at least a fifth. 


8.6 These targets are enshrined in the Public Service 
Agreement and progress made in achieving them is set out in 


Chapter 2. 


8.7 The NHS has a vital role to play in delivering fast and 
effective treatment for major illnesses such as cancer, CHD and 
mental health. Chapter 7, Tackling the Major Killers contains 
detailed information on the range of policy initiatives and 


resources the Government is investing to improve these services. 


Health Action Zones 


8.8 The Government has introduced Health Action Zones 
(HAZs) to improve health services and tackle health inequalities 
in areas of the country which are most in need. Twenty-six HAZs 
have been established in England, covering a population of over 
13 million people in some of the most deprived areas in the 
country, including inner cities, rural areas and ex-coalfield 
communities. In total HAZs cover 34 Health Authorities and 73 
Local Authorities. HAZs are partnerships between the NHS, local 
authorities, community groups and the voluntary and business 
sectors. They are part of a family of area based initiatives that are 
central to the Government’ policies of tackling social exclusion and 
modernising public services. Their aim is to implement seven-year 
programmes to reduce health inequalities in their area and 


modernise the delivery of health care and related services. 
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8.9 HAZs are expected to act as trailblazers for new ways of 
working and integrating the services and approaches being 
developed into main stream activity, including the use of 
flexibilities such as pooled budgets between health and local 
authorities (see also paragraphs 5.11 to 5.14). They also 
provide an additional focus for achieving the priorities identified 
in the Health Improvement Programmes (HImPs) and an 
opportunity to link together health improvement work with that 
of community planning. A first wave of 11 HAZs had their work 
programmes approved in January 1999 and a second wave of 15 
started in April 1999. HAZs are taking forward challenging work 
programmes which typically address both health care issues and 
the determinants of health such as housing, the environment, 
employment and income. The client groups that HAZs focus on 
include older people, children and young people, people with 
mental health problems and ethnic minority health. Figure 8.1 
shows the location of HAZs across England. 


Figure 8.1: Location of Health Action Zones 
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8.10 
partnership. 1999 saw the approval of 59 trailblazing schemes 
under the HAZ innovation fund and 30 HAZ fellowships 


awarded to front line staff in the NHS, social services and other 


The accent of the HAZ initiative is on innovation and 


organisations. In total £87 million extra funding was made 
available to HAZs in 1999-2000, with over £30 million of this 
going into work on CHD, cancer, smoking cessation and mental 


health. 
8.11 


capturing and disseminating significant learning from HAZs and 


The HAZnet website (http://www.haznet.org.uk) is 


includes updates on progress in each of the twenty-six HAZs. 


Public Health Development Fund 
8.12 The Public Health Development Fund of £96 million 
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over three years was announced in the White Paper, Saving Lives: 
Our Healthier Nation” is facilitating new approaches in public 
health, to help and encourage the development of innovative ideas 
and to help tackle inequalities. The Fund is principally supporting 
action to save lives within the priority areas in the White Paper. 
Funding is also being provided to promote infant feeding, to 
develop the health visitor and school nurses role and for initiatives 
such as healthy schools, healthy workplaces, and breakfast clubs. 
It is also helping to underpin initiatives aimed at developing the 


public health function. 


Living healthy lifestyles 
8.13 


inequalities and to improve health, however as Saving Lives” 


The Government is clearly taking action to tackle 


recognised, there is a lot that individuals can do to improve their 
own health. The Government wants to encourage people to live 
healthier life styles and the following paragraphs provide details of 
how the key policy initiatives are being taken forward to help 


people to do so. 


Tobacco 


8.14 Key facts: 


® Smoking remains the UK’s single greatest cause of preventable 


disease and premature death; and, 


@ Seventy per cent of smokers want to give up and it is the 


Government's role to provide help and support to them. 


Figure 8.2: Percentage of adults aged 16 and over who 
smoke, by socio-economic group and gender, Great 
Britain, 1997 
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8.15 Smoking remains the United Kingdom’s single greatest 


cause of preventable disease and premature death. In the White 
Paper, Smoking Kills®” published in December 1998, the 
Government set out a comprehensive strategy designed to tackle 
all aspects of the smoking problem. Backed up by more than £100 
million over the next three years, the plan will target three groups 


in particular, seeking to reduce the number of under 16s who 
smoke, helping adults, especially the disadvantaged, to stop 
smoking and giving special support for pregnant women. 


8.16 


whole of Government. Concern about the effects of tobacco 


These efforts are being backed up by action across the 


advertising and sponsorship is precisely the reason why the 
Government supported the European Directive to ban tobacco 
advertising and sponsorship. Directive 98/43/EC®” requires EC 
member states to introduce legislation to ban all forms of 
tobacco advertising and sponsorship. There will be new legislation 
to end tobacco advertising and sponsorship. The Government 
published the draft 7obacco (Prohibition of Advertising and 
Promotion) Regulations 1999 implementing Directive 98/43/EC®* 
for consultation in June 1999 and announced its final plans for 
implementation of the Directive in October 1999. It has sought 
to implement this ban in a way that both maximises the health 


benefits to be gained and minimises the impact on business. 


fg 


High Court injunction, which prevents the Government making 


The Government has successfully appealed against a 


Regulations to ban tobacco advertising until the European 
Court of Justice (ECJ) rules on the validity of Directive 98/43/EC. 
The ECJ Judgement is not expected until later this year. The 
tobacco companies have received leave to appeal to the House of 
Lords against the High Court decision in the Government's favour, 
and the injunction preventing the making of Regulations remains 
in force while the House of Lords’ decision is pending. 


8.18 


comprehensive advertising campaign which will involve all forms 


In December 1999 the Government launched a 


of media including posters, TV and the Internet etc. Costing up 
to £50 million over three years, the campaign will initially address 
the main adult group. Specific programmes aimed at teenagers, 
pregnant women, ethnic minorities, and other target groups, will 


be developed as the campaign progresses. 


8.19 


million over three years to the NHS for the provision of specialist 


In addition the Government is allocating up to £60 


smoking cessation services for those smokers who need extra help 
to give up. The services include one week’s free Nicotine 
Replacement Therapy for smokers who are entitled to free 


prescriptions. 


8.20 


active smoking, passive smoking carries risks and people have a 


Although the risks are small compared with those of 


right to be protected against its effects. The Government has 
reached agreement with representatives of the licensed hospitality 
trade on the need for continuing improvement in the provision of 
non-smoking facilities over the coming years. The industry has 
developed a Public Places Charter®® which will ensure that 
consumers are better able to choose whether to eat, drink or 
socialise in smoky atmospheres. A national industry-led scheme 
was introduced in September 1999 to badge restaurants, pubs and 
bars with an agreed symbol denoting the type of smoking policy 
operating inside. New targets for increases in smoke free provision 


in public places will be introduced. 


8.21 The Health and Safety Commission has consulted on a 


possible Approved Code of Practice (ACoP) on smoking in the 
workplace. The ACoP, if introduced, would clarify what employers 
need to do in this area to comply with existing health and safety 
legislation. The consultation paper on the proposal to introduce 
an ACoP was published in July 1999. The consultation concluded 
in October 1999. Once it has considered all the responses to the 
representations received the Health and Safety Commission will 
decide whether or not to propose the introduction of an ACoP on 


smoking in the workplace. 


8.22 
three targets: 


The success of the strategy will be measured against 


© To reduce smoking among children from 13 per cent to 9 per 
cent or less by the year 2010, with a fall to 11 per cent by the 
year 2000; 


® To reduce adult smoking in all social classes so that the overall 
rate falls from 28 per cent to 24 per cent or less by 2010, with 
a fall to 26 per cent by the year 2005; and, 


© To reduce the percentage of women who smoke during 
pregnancy from 23 per cent to 15 per cent by the year 2010, 
with a fall to 18 per cent by the year 2005. 


Drug Misuse 


Bees 
drugs strategy, Tackling Drugs to Build a Better Britain®”. The 


In 1998 the Government published its comprehensive 


Department has continued to work in support of the drug strategy. 


8.24 The UK Anti-Drugs Co-ordinator published his First 
Annual Report and National Plan in May 1999 describing 
progress made in the first year and setting several targets including 


the Key Performance Targets: 


e To reduce the proportion of people under 25 reporting use of 
illegal drugs in the last month and previous year substantially, 
and to reduce the proportion of young people using the drugs 
which cause the greatest harm, heroin and cocaine, by 25 per 
cent by 2005 and 50 per cent by 2008; and, 


© To increase the participation of problem drug misusers, 
including prisoners, in drug treatment programmes which have 
a positive impact on health and crime by 66 per cent by 2005 
and 100 per cent by 2008. 


8.25 In total £70.5 million from the NHS and PSS 
Modernisation Fund targeted to drugs misuse will be invested over 
CSR period. Twelve million pounds was allocated to health 
authorities to develop the involvement of primary care, targeted 
prevention activities and treatment services for young people, and 
Hepatitis B immunisation programmes. Three million pounds was 
given in grants to local authorities in 1999-2000 to develop services 
for drug misusers and new approaches to commissioning drug 
services. A very diverse range of projects has been funded with this 
money, ranging from community based rehabilitation projects to 
support programmes for parents with drug misuse problems. This 
new funding will support the target of the strategy and the 


National Priorities Guidance to increase participation in treatment. 
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8.26 In April 1999 we published Drug Misuse and Dependence 
— Guidelines on Clinical Management”. Nearly 40,000 copies were 
distributed to every GP in England, every Health Authority and 
NHS Trust, every A & E consultant, every specialist drug 
service and drug dependency unit and others. It is also available 
on the Internet at www.doh.gov.uk/drugdep.htm. In conjunction 
with the Substance Misuse Advisory Service’s Commissioning 
Standards and the Standing Conference on Drug Abuse’s QuADS 
(Quality Standards) was published in February 2000, were both 
funded by the Department, and Models of Care for Drug 
Treatment Services which is currently being commissioned by the 
Department, this will provide a comprehensive package of 
quality documents covering all aspects of drug treatment from 


clinical care to commissioning. 


8.27 


system will also refer new drug misusers into treatment. The 


In 2000 several new initiatives in the criminal justice 


Department commissioned a report to look at current capacity 
constraints in drug treatment services and predicted future 
constraints from the impact of new initiatives. As a result of this 
a recruitment campaign for drug workers jointly funded by the 
Home Office was carried out during March 2000. Reducing the 
involvement of young people in drug misuse is also a priority for 
the Department. As part of the Healthy Schools Standard, 
seven pilot projects have been set up to encourage links between 
Primary Care Groups and their local schools. Health professionals 
support teachers in the delivery of health promotion messages, 
including drug prevention and education. A total of £700,000 
funding has been provided for these projects in the CSR period. 


Taking Primary Care into Primary Schools 


The Lambeth Education Link Project: Zaking Primary 
Care into Primary Schools aims to promote the health 
message of the Government’s drug strategy by giving 
young people from the age of five years upwards the skills 
needed to resist pressure to misuse drugs and by promoting 
a healthy lifestyle without involving drugs and other 
substance misuse. For example, a year 5 class prepared 
questions in advance on the topic of “the body”. The 
children had the opportunity to ask questions of the 
doctor such as “What are the differences between good 
and bad drugs?” This gives children the chance to gain 
knowledge and understanding about the dangers of drug 
misuse and because a link has been established with GPs 
that might not otherwise have been there, young people 
are able to seek appropriate help and advice both on drugs 
and other health-related issues. 


The project also has a website at www.healthykids.org. 


8.28 
particular risk of drug misuse, have been commissioned by the first 
wave of 11 Health Action Zones with funding of £4 million for 
1998-99 and 1999-2000. The projects cover: truants and school 


Drug Prevention Projects targeted at young people at 
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excludees, looked after young people, young offenders, young 
homeless people and children of drug misusing parents. 


8.29 Smoking, Drinking and Drug Use Among Young Teenagers 
In 1998 was published by ONS in October 1999. This was the 
first time that drug use was included in the biennial survey 
commissioned by the Department. The report showed clear links 
between smoking, drinking and drug use and will help to 
monitor the impact of the drugs strategy on young people's 


behaviour. 


Alcohol 


8.30 
strategy to tackle alcohol misuse in the Green Paper Our 


The Government announced its intention to develop a 


Healthier Nation“! in February 1998. In response to this, the 
national voluntary sector agency Alcohol Concern undertook a 
widespread consultation exercise culminating in a report to The 
Department of Health published in May 1999. Submissions were 
also provided by other key stakeholders including the alcoholic 
drinks industry and The Portman Group (a pan-industry 
organisation set up to help prevent misuse of alcohol and to 


promote sensible drinking). 


8.31 The White Paper Saving Lives: Our Healthier Nation®” 
re-confirmed the Government’s commitment to the strategy and 


set out its broad aims: 


© To encourage people who drink to do so sensibly in line with 


our guidance, so as to avoid alcohol-related problems; 


© To protect individuals and communities from anti-social and 


criminal behaviour related to alcohol misuse; and, 


© To provide services of proven effectiveness that enable people 


to overcome their alcohol misuse problems. 


8.32 


with alcohol: health and social services, schools, the alcohol 


The Department is working with all those concerned 


industry, law enforcement agencies, Government and the general 
public to produce a coherent and balanced framework for action 
to tackle alcohol misuse and its consequences. An alcohol strategy 
will be published during 2000, which will support the targets in 
all four-priority areas of Saving Lives: Our Healthier Nation”. 


Teenage Pregnancies 


8.33 
was launched by the Prime Minister in June 1999. The two main 


The Social Exclusion Unit report on Jeenage Pregnancy®'” 


goals highlighted in the report are: 


® Halving the rate of conceptions of under 18s and setting a 
firmly established downward trend in the rates for the under 16s 
by 2010; and, 


® Achieving a reduction in the risk of long term social exclusion 
of teenage parents and their children. 


8.34 


taking forward the strategy, of which the four main themes are: 


The report included a thirty-point action plan for 


© Effective joined up action nationally and locally; 


® A national campaign to mobilise all sections of the community; 


® Better prevention of teenage conception; and, 
© Better support for teenage parents and their children. 
Progress 


8.35 


Department which has a cross-Government co-ordination role 


An Implementation Unit has been set up within the 


with respect to teenage pregnancy. More recently an Independent 
Advisory Group is being established. The broad objectives of this 
group will be to advise the Government on the overall teenage 


pregnancy strategy and to monitor its progress. 


8.36 Guidance has already been issued to Health and Local 
Authorities covering the appointment and role of local co- 
ordinators, developing local strategies and the Local 
Implementation Fund. Through this fund approximately six 
million pounds will be made available in 2000-01 to support 
innovative, evidence-based proposals in areas with high or 


increasing rates of teenage pregnancy. 


8.37 


of teenage pregnancy below Local Authority level, and map local 


Local co-ordinators are required to develop a local profile 


services with a view to identifying gaps in provision. Local strategies 
are being developed by Health and Local Authorities together with 
other stakeholders through the Health Improvement Programmes. 


Figure 8.3 shows conception rates across the country. 


Figure 8.3: Under 18 conception rates (per 1000 female 
population 15-17 years), England 


Under 18 conception rate 1997 
(per 1,000 female population 
15-17 years), England 
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8.38 Work has started on an overall communications strategy 
which will encompass a national media campaign. The campaign 


‘will be directed to: 


® Parents to help them to talk to their children about sex and 


relationships; 


© Young men who are part of the problem and the solution; and, 


® Young people in general about how they may get advice in 
confidence. 


8.39 


people, guidance on confidentiality and contraceptive services is 


To ensure better access to contraception for young 


being prepared and will be issued to health and other relevant 
professionals. 


8.40 


Departments on new guidance on sex and relationships education 


The Unit is also working closely with other Government 


for schools, and on national pilots which will provide support and 


advice for pregnant teenagers and teenage parents under 18. 


Sexual Health Strategy 


8.41 
issues which needed urgent action in the field of sexual health. The 


The Government has been concerned over a number of 


national sexual health strategy is being developed in response to 
those concerns and the identified public health issues around sexual 
health. The strategy will be overarching and will incorporate the 
key messages from the HIV/AIDS strategy as well as working 


closely with the national strategy to reduce teenage pregnancy. 
Chlamydia Screening Pilot 
8.42 


curable, bacterial sexually transmitted infection (STI) in 


Chlamydia trachomatis infection is the most common 


England and 44,196 cases were reported in 1998. The screening 
pilot was commissioned by the Department after considering 
expert advice and focuses on sexually active young people (16-24 
year olds) as the highest rates are in the younger age groups. The 
pilot is due to run until the end of August 2000 in Portsmouth and 
the Wirral. 


8.43 


feasibility and acceptability of opportunistic screening in a range 


The major objectives of the pilot are to assess the 


of health care settings, including primary and secondary care, to 


inform future Chlamydia screening policy. 


8.44 
the target group and offers greater opportunity than postal based 


Opportunistic screening has proved very acceptable to 


screening for individuals to ask questions about the disease and the 


implications of a positive test result. 


Healthy Settings 
8.45 


programme of work which ensures that health and the implications 


The Department is undertaking an innovative 


of health and health promotion are pro-actively considered as part 
of wider policy development across other Government 


Departments. The major initiatives already underway are: 


@ The Healthy Schools Programme — which requires schools to 
achieve National Healthy Schools Standard, jointly launched by 
the Ministers for Public Health and School Standards; 


® The Healthy Work Place Initiative — which aims to make 
workplace health part of business thinking, and organisational 
development is being developed in partnership with the 
Health and Safety Executive; 
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e Healthy Living Centres — £300 million of Lottery funding is 
being provided to set up a network of centres across the UK 
which will tackle health inequalities by targeting disadvantaged 
areas and communities. The scheme is being administered by 


the New Opportunities Fund; and, 


e Healthy Communities — which aims to link and co-ordinate 
existing Departmental activity that impacts on communities 
with work which is already underway in other government 
departments, particularly the Active Communities initiative and 
Neighbourhood Renewal work. The Department has 
commissioned a project, the Strategic Action Programme for 
Healthy Communities, which is looking at how the statutory 
sector can best support community approaches. In addition, 
some preliminary work aimed at commissioning a project to 
examine working across sectors at a regional level has been 


undertaken. 


Physical Activity 


8.46 In 1999, the Department’s funding of the Active for Life 
campaign, which is administered by the Health Education 
Authority, continued to promote the principal message of 30 
minutes of moderate intensity physical activity a day for at least 
5 days a week. Funding for the campaign in 1999-2000 is valued 
at £1.65 million. This is in addition to nine million pounds 
devoted to the campaign up to 1999. 


8.47 


Departments, like the Department of the Environment, Transport 


The Department is also collaborating with other 


and the Regions and the Department for Education and 
Employment on strategies to promote healthy travel patterns to 
school. These strategies aim to increase the number of journeys by 
foot or cycle and to reduce car-based journeys. The projects will 
continue in 2000-01 as part of the work of the School Travel 
Advisory Group and the Healthy Schools Programme. 


8.48 


Department developed a quality assurance framework for GPs, to 


In terms of professionals in primary care, the 


advise on exercise referral schemes for suitable patients. This 
resource will also help to ensure that “exercise on prescription” 
schemes are sustainable and will draw together general 
practitioners, health authorities and their local authority 


counterparts in an effective partnership. 


Diet 
8.49 


dietary initiatives, especially in relation to the current low levels 


Schools and young people have been the focus of 


of fruit and vegetable consumption. Work is under way to alter 
fruit and vegetable consumption patterns, especially in areas of 
socio-economic deprivation. 


“5 a Day” Pilots 
8.50 


nutrition was the focus of a healthy eating initiative among the 
working population, by influencing the food choices offered by 
caterers in the workplace. Changes in dietary habits are also the 
focus of a departmental initiative on diet and cancer reduction 


In relation to the adult population, diet and good 
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called “5 a Day” pilots in County Durham, Sandwell, Hastings, 
Somerset and Airdale and Craven. These pilots will be testing the 
feasibility of changing fruit and vegetable consumption in the 
context of a total district. The outcomes of these pilots will form 
the foundations of a guidance pack to be published early in 2002, 


to replicate the approach on a general basis. 


Review of Welfare Foods 


Figure 8.4: Welfare Foods Scheme key statistics 
1998-99 


Welfare Food Scheme Cost(GB) Number of 

1998/99 beneficiaries 

£000s (approx) 

Liquid Milk Income Support 67,500 550,000 

Nursery 14,200 500,000 

Disabled Children e 36 

Dried Milk Income Support 32,700 128,000 

Family Credit/WFTC (net) 721 13,500 

Vitamins 24 5,250 

Administration 14,300 2 n/a 
Total 129,447 


1 Data for January to December 1999. 
2 This figure includes Scotland and Wales 


8.51 


Review, Ministers asked officials from various government 


Following the outcome of the Comprehensive Spending 


Departments to conduct a fundamental review of the Welfare Food 
Scheme. This review is the first in the Scheme’s 60-year history and 


incorporates an examination of its nutritional benefits. 


8252 
vitamins, rather than cash. Introduced during the Second World 


The scheme provides a benefit in kind, milk and 


War originally as a universal benefit, it was amended in the 1950s 
to cover children in low-income families and address perceived 
inequalities in the health of their children. It is a complex scheme, 
which is costly to administer. It is provided under primary 
legislation. 


8.53 
first step, the Committee on the Medical Aspects of Food Policy 
(COMA) Panel on Child and Maternal Nutrition carried out a 
review of the nutritional benefits of the scheme against available 


The Review will report during 2000. As an important 


evidence on the nutritional status of mothers and children aged 
from birth to five years. The Panel’s review was completed in 
November 1999 and recommended that parts of the current 


scheme should be changed. 
8.54 


attended by a wide range of voluntary sector organisations and 


A consultation exercise has taken place, a conference 


health professionals was held on 7 December, to canvass the views 
of interested voluntary organisations and stakeholders. 


Ministerial Conference on Environment and Health 


8.55 
and Health organised by the World Health Organisation took 
place in June 1999. It was hosted and chaired by the Department 


The third Ministerial Conference on Environment 


and DETR. It was the largest ever event on environment and 
health attended by 1000 delegates including more than 70 


Ministers from 54 countries. 


8.56 The theme of the conference was Action in Partnership 
for the 21st Century which included: 


® Agreeing specific steps and the results to be delivered; 


® Maximising contributions of governments, enterprises, the 


public and other stakeholders; and, 


® Mapping a strategic path towards an environment for 
sustainable health. - 


8.57 


binding protocol on water and health and a charter on transport, 


The key outputs of the conference were a legally 


health and environment. All documents from the Conference, 
including those signed by Ministers (the protocol on water and 
health, the charter on transport, environment and health and the 


London declaration) can be found at http://who.dk/london99. 


Protecting health 


8.58 
responsibility for the Department. The following section provides 


Protecting the public’s health is also an important 


information on what the Department is doing to prevent and 


control the spread of illness and disease. 


Antenatal Hepatitis B 
8.59 


mothers to their babies at or around time of birth (perinatal 


Hepatitis B infection can be transmitted from infected 


transmission). Babies acquiring infection at this time are at high 
risk of becoming chronic carriers of Hepatitis B virus. Such carriers 
are at increased risk of developing chronic liver disease and some 


will die prematurely from cirrhosis or hepatocellular carcinoma. 


8.60 


perinatal transmission can be prevented in around 90-95 per cent 


The development of the chronic carrier state after 


of cases by appropriate immunisation starting at birth, of all babies 
born to infected mothers. The key to reducing mother to baby 
transmission is to diagnose Hepatitis B infection in pregnant 


women so that their babies can be immunised. 


8.61 
babies born to Hepatitis B infected mothers in order to prevent 
Hepatitis B carrier state. In July 1998, Health Authorities were 


The Department's aim is to achieve immunisation of all 


therefore asked to ensure that arrangements were in place by April 
2000 for all pregnant women to be offered screening for Hepatitis 
B and for babies born to infected mothers to receive complete 


courses of immunisation. 
Meningitis 


8.62 


meningococcal infection in the UK. This rise has been 


In recent years there has been a significant rise in 


predominately in Group C cases which, in 1999, was the cause of 
around 40 per cent of all meningococcal infection and the majority 
of deaths. Figures for the most recent year show an estimated 1530 
cases and 150 deaths. This rise has continued into the year 2000. 


8.63 
of State for Health announced in July 1999 the intention that the 


To help remedy this, Frank Dobson, then the Secretary 


NHS would introduce a new vaccine against Group C 
meningococcal meningitis and septicaemia (blood poisoning) from 
the autumn of 1999. By October 1999 the new vaccine was 
licensed and from November 1999 babies and young people aged 
15 to 17 were the first to be protected against Group C 
meningococcal infection. In these groups incidents have already 
fallen by around 75 per cent against expected levels through the 


winter period. 


8.64 


protect people with the new conjugate vaccine, and over the course 


The NHS is the first health care system in the world to 


of the year 2000 it is planned that every baby, child and young 


person under 18 years of age will be offered the vaccine. 


Antibiotic Resistance 


8.65 
Lords Report on Resistance to Antibiotics and Other Antimicrobial 


Following the Government's response to the House of 


(8.12) 


Agents”, a wide range of action initiated by the Department to 
tackle major public health threats of antimicrobial resistance 
with emphasis on action at clinical level to prevent, delay and 


control it. 


8.66 


UK wide three-year strategy which will include eight action areas, 


The Department will shortly publish a comprehensive 


aimed at minimising morbidity and mortality due to antimicrobial 
resistant infection, and maintaining the effectiveness of 
antimicrobial agents in the treatment and prevention of microbial 


infections in man and animals. 


8.67 


resistance publicity campaign was launched to: 


In November 1999 a £1.3 million antimicrobial 


® Raise public awareness about the problem; 


e Increase people’s understanding about the appropriate use of 


antibiotics; and, 


® Particularly to increase understanding about when antibiotics 
will not do any good and so when people should not expect 


their GP to prescribe one. 


The campaign has since received a Plain English award. 


HIV/AIDS 


8.68 In summer 1999, the Department of Health established 
an HIV/AIDS Strategy Steering Group, chaired by Sheila Adam, 
Deputy Chief Medical Officer and Director of Health Services on 
the NHS Executive Board, to advise on the development of an 
HIV/AIDS Strategy for England. The Steering Group includes 
people living with HIV, voluntary organisations, NHS managers, 


clinicians, scientists and Local Authority officers. 


8.69 
spring 2000 and an HIV/AIDS Strategy Document setting out the 


The Department will publish a short progress report in 
action to be taken by early summer 2000. There will then be 
formal public consultation on the Strategy Document. The final 


Strategy will be published for implementation by the end of 2000. 
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Prevalence of HIV 


8.70 The latest surveillance data confirm that the UK 


remains a relatively low prevalence country. However, the new 


figures show that: 


e The number of people living with HIV has increased 
substantially in the last three years; the estimate for the UK is 
now nearly 30,000. There are two reasons for this, the 
continuing steady level of new HIV infections (nearly 3000 in 
1999) and the success of new life prolonging drug therapies. 
Since the advent of these, AIDS cases have significantly 
decreased and HIV/AIDS related mortality is at a third of the 
level it was in the mid-1990s; 


@ When all reports are received, it is estimated that there will be 
more new diagnoses of HIV in 1999 than for any year in the 
1990s. This is likely to be partly due to initiatives to encourage 
people to be tested, for example, antenatal screening for HIV 
(see below), and the availability of the drug therapies 


mentioned above; 


@ The prevalence of HIV remains higher in homosexual and 
bisexual men attending genito-urinary medicine clinics than any 
other group. However, in 1999, for the first time, the number 
of new HIV diagnoses in heterosexuals was higher than in 
homosexual and bisexual men. The majority of these infections 
in heterosexuals affect people who are from or who have spent 
time in countries with a high prevalence of HIV, particularly 


sub-Saharan Africa; 


e There was a significant increase in sharing of equipment by injecting 
drug users, indicating a substantial risk for the transmission of 


HIV and Hepatitis B and particularly Hepatitis C; and, 


e The proportion of HIV infections not diagnosed among 
pregnant women remains higher than any other group. There 
were over 300 births to HIV infected women and this is 


estimated to have led to infection in some 60 babies. 


Reducing the number of children who acquire HIV from 
their mothers 


8.71 


of transmission of HIV from mother to child from 25 per cent 


Interventions are now available that can reduce the risk 


down to less than 5 per cent. As a result a National Objective has 
been set to reduce by 80 per cent the number of children who 
acquire HIV from their mothers during pregnancy, child-birth and 
breast-feeding by 2002. To achieve this Health Authorities have 
been asked to ensure by end December 2000 at the latest that: 


@ All pregnant women are offered and recommended an HIV test 


as an integral part of their antenatal care; and, 


e Antenatal testing uptake achieves a minimum of 50 per cent. 


8:72 
end of December 2002 that antenatal testing uptake achieves 90 
per cent and that nationally 80 per cent of HIV infected 
pregnant women are identified and offered advice and treatment 
during their antenatal care. In the first half of 1999, there was a 


Arrangements should then be in place to ensure by the 
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significant improvement compared to previous years in diagnosis 
of HIV in pregnant women in Inner London, where prevalence 


is highest. 


Variant CJD (vCJD) 


Sse) The Department continues to monitor the incidence of 
CJD of all types via the Government funded National CJD 
Surveillance Unit, which collects and analyses case history data on 
all referred patients so that any emerging risk factors can be 
identified. The Department is also funding active surveillance of 
dementias in children and the elderly to determine if there are any 
newly emerging diseases in these groups, and retrospective 


studies to ascertain whether cases have been missed previously. 


8.74 


issues with MAFF, with whom it shares the secretariat of the 


The Department continues to work closely on BSE 


Spongiform Encephalopathy Advisory Committee (SEAC), 
which provides advice to the Government on animal and human 


Transmissible Spongiform Encephalopathies. 
Number of cases 


8.75 
probable cases of vCJD in the UK. There was an apparent increase 


At the time of writing there have been 52 definite and 


in incidence during 1998 (17 deaths compared with 10 in each of 
the previous two years), but it is too soon to say whether this will 
be sustained or how many people might eventually be affected by 
vCJD. So far 11 deaths from vCJD have been confirmed for 1999. 


8.76 


look for the presence of abnormal prion protein in tonsils and 


Two retrospective anonymous studies are underway to 


appendixes removed during routine surgery. In all some 18,000 
samples will be examined. The results will require careful 
interpretation because of the lack of knowledge about vCJD (for 
example whether the presence of abnormal prion protein in these 
tissues, if detected, equates to infectivity and the development of 
disease). 


Action to reduce risk of transmission 


8.77 


Circulars aimed at reducing as far as possible the risk of 


In 1999 the Department issued two Health Service 


transmission of vCJD from person to person in the healthcare 
setting. Work continues to explore the options for reducing any 
risk still further, including work on the effective decontamination 
and handling of surgical instruments. 


Care of patients 


8.78 
CJD Support Network for their case-co-ordination project, 


The Department has awarded a grant to the voluntary 


aimed at facilitating the co-ordination of care locally for individual 
patients. We have also funded a post of care-co-ordinator at the 
CJDSU to provide a central source of expertise and advice for 
professionals and carers. Guidance is in preparation for issue during 
2000, on best practice for healthcare workers on caring for patients 
suffering from all types of CJD. 


Research 


8.79 Key areas for the health related Transmissible Spongiform 


—_ 


Encephalopathy (TSE) research programme are epidemiology, 
diagnostics, therapeutics, the investigation of different strains of 
TSEs, potential risks from blood and blood products and the 
decontamination of surgical instruments. The total Government 
funding on TSE research for 1998-99 was some £20 million, and 
for 1999-2000 some £27 million has been allocated of which the 
department has an allocated expenditure of about four million 
pounds. 


BSE Inquiry 
8.80 The Government set up the BSE Inquiry to: 


@ Establish and review the history of the emergence and 
identification of BSE and variant CJD in the United Kingdom, 
and the action taken in response to it up to 20 March 1996; 


@ Reach conclusions on the adequacy of that response, taking 
account of the state of knowledge at the time; and, 


© Report on these matters by 31 March 2000. 
8.81 Its Chairman, the Rt Hon the Lord Phillips of Worth 


Matravers, made a closing statement on 17 December 1999 at the 
end of the Inquiry’s public hearings. A report is being prepared by 


the Committee for submission during summer 2000. 


8.82 To assist the Inquiry with the provision of information 
and to support witnesses to the Inquiry, the Department 
established a Liaison Unit, which will continue in existence until 


the Government has responded to the Inquiry’s report. 
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9. Caring for 
vulnerable people 


Care Standards Bill °” 


9.1 The Care Standards Bill®” was introduced in the House 
of Lords on 2 December. This is a major piece of legislation. The 
main aims of the Bill are to: 


@ Drive up standards in care services, introduce tough new checks 
on private healthcare, and reform regulation of early years 


childcare and education; and, 
® Deliver modern, independent arrangements for ensuring that: 
Children in care are protected from abuse and neglect; 


Elderly and disabled people who rely on care services get 


decent standards of care and the protection they deserve; 


Private hospitals and clinics operate to proper, modern 
standards of healthcare; 


Parents who use childminders or day-care can be 


assured that their children are in safe hands; and, 


Vulnerable people are given the protection and the high 


standards of care that they deserve. 
p-2 The main provisions of the Bill are to: 


® Set up a National Care Standards Commission (see paragraphs 
9.4 to 9.8), a new independent national body to regulate private 
hospitals and clinics, children’s homes and care homes for elderly 
and disabled people. The Commission will also regulate other 
care services for the first time, including care to people at home, 
and fostering agencies. The Commission will have national 
standards and tough new powers to protect vulnerable people, 
including the power to close down services if they are not up to 
standard. It will also advise Government and inform the public 
about care services generally, monitoring trends and quality at 


a national level; 


® Set up a General Social Care Council (see paragraphs 9.9 to 
9.12) to raise professional and training standards for the 


million-strong social care workforce; and, 


® Reform of the regulation system for childminders and day care 
and transfer the responsibility to a new Early Years Directorate 
within Ofsted. This part of the Bill is the responsibility of the 
Department for Education and Employment. 


2.3 The Bill also establishes a new list of people judged 


unsuitable to work with vulnerable adults in the care sector, to be 
maintained by the Secretary of State. It will work in the same way 
as the existing Protection of Children list, and will be a means of 
ensuring that people who have abused or mistreated vulnerable 
adults in their care do not find their way back into such 
positions again. In addition it reforms the regulation of nurses 
agencies by abolishing the outdated licensing system of the Nurses 
Agencies Act 1957, and brings nurses agencies alongside every 
other type of agency under the provisions of the Employment 
Agencies Act. 


National Care Standards Commission 


9.4 The White Paper, Modernising Social Services”, set out 
the Government’s intention to set up a new regulatory system 
based on eight regional Commissions for Care Standards. 
However, it has been decided to establish a single body covering 
the whole of England. Following responses to Regulating Private 
and Voluntary Healthcare’, the consultation document, it has 
been decided that the National Care Standards Commission will 


also regulate private and voluntary healthcare. The Commission 


will be created by the Care Standards Bill. 


a5 The National Care Standards Commission will be an 
independent, non-departmental public body, which will have its 
own chief executive, board, officers and inspection staff. It is 
envisaged that it will have offices at a regional and local level, taking 
on the regulatory responsibilities of Local Authorities and Health 
Authorities. 


9.6 The National Commission will be well placed to advise 
and inform Government and consumers, as envisaged by the Royal 
Commission. The National Care Standards Commission will 
monitor and report on trends in long-term care provision and 
support consumers by investigating complaints and ensuring 
adequate consumer information. It will report on service 
performance against standards and advise providers on meeting 
those standards. 


a7 The current regulatory system depends upon 100 
Health Authorities and 150 Local Authorities to regulate care 
services, as such it lacks independence, consistency and coherence. 
In addition, some care services are not regulated at all. The 
Commission will regulate: 


@ Residential and nursing homes; 


Children’s homes; 

® Private and voluntary hospitals and clinics; 

® Domiciliary care agencies"; 

® Residential family centres*; 

® Fostering agencies”; 

e Voluntary adoption agencies; 

@ Welfare inspections of boarding schools; and, 


@ Inspections of local authority fostering and adoption services. 


(Those asterisked* are being regulated for the first time). 
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9.8 To ensure consistency and quality of service provision, 
national minimum standards will be developed (with consultation) 
for each service regulated by the National Care Standards 
Commission. As a first step in developing national minimum 
standards, the Government commissioned the Centre for Policy 
on Ageing (CPA) to produce standards for older people in 
residential care and nursing homes. The CPA report sets out 
proposals to promote better quality care and help to prevent abuse 
by grounding practice on the principles of dignity, choice, 
privacy and respect. They will guarantee residents access to an 
effective complaints procedure. The standards will also ensure that 
residents are cared for by trustworthy and reliable staff who are 
properly trained for this difficult and sensitive job. Consultation 
on these standards (published in the document Fit for the 
Future?°” issued with Circular LASSL(99)20, began in September 
1999 and ended on 21 January. The results are now being 


analysed. 


General Social Care Council (GSCC) 


9.9 Proposals for the GSCC were included in the White 
Paper Modernising Social Services” and the Care Standards Bill 
will create it. Various interests in social care have argued for such 
a Council for at least a decade. Social care is a large and diverse 
sector of nearly one million staff, only 40,000 of whom are 
professional social workers. Eighty per cent of the overall 
workforce hold no relevant qualifications. Nor are there are any 
nationally agreed standards to which these staff are expected to 
work. At the same time users of social care services are among the 


most vulnerable people in the country. 


9.10 The GSCC will offer an increased level of protection to 
users. It will be able to register social care staff — on the basis of 
their having successfully completed a period of approved training 
and satisfied other criteria as to competence and character. 
Professional social workers will be registered first, as they are nearly 
all qualified. The Department is funding appropriate training for 
residential child care staff, as a priority group, so they can be 
among the early registrants. 


9.11 The GSCC’s first task will be to draw up and promulgate 
codes of conduct and practice for all social care staff and a code of 
practice for employers. Adherence to these codes will be enforced. 
The Office for Public Management has been contracted to 
undertake the initial drafting of the codes of conduct and 
practice, so that the GSCC can get off to a positive start as soon 
as it is formally established. Baroness Pitkeathley has been 
appointed to chair the GSCC Advisory Group to advise them on 
the range of issues that will arise in establishing the full Council. 


9.12. Finally the GSCC will take over from the Central 
Council for Education and Training in Social Work (CCETSW) 
the statutory duty to regulate training for professional social work. 
The GSCC will be given additional powers to ensure that this duty 


can be carried out effectively. 


Long Term Care Charter 
9.13 Better Care, Higher Standards®”, a charter for long-term 
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care, was announced by the Secretary of State in December 1999. 
This fulfils the Government's Manifesto commitment to introduce 
a Long-Term Care Charter to describe what people can expect if 
they need care or support from their local housing, health or social 


services over the long term. 


9.14 Better Care, Higher Standards” sets out the values on 
which people can expect their local housing health and social 


services to be based. These values are to: 


© Treat users and carers with courtesy, honesty and respecting their 
dignity; 
© Help users achieve and sustain the maximum possible 


independence; 


@ Work in partnership with users and carers to provide the services 


they need; 


© Involve users and carers in decisions and giving sufficient 


information to make informed choices; 


@ Help users to have a voice through advocacy and other 


representative organisations; 


e Treat users and carers fairly on the basis of need and not 
discriminating against them on the basis of age, sex, race, 


religion, disability or sexual orientation; and, 


e Ensure that users and carers feel able to complain about the 
standard of services provided and that they should not be 


victimised because they complain. 


9.15 It also requires Local Authorities and health services to 


agree and make public local standards in six key areas: 

@ Helping users and carers to find out about services; 

@ Understanding and responding to the needs of users and carers; 
e Finding a suitable place to live; 

@ Helping people to stay independent; 

® Getting the right health care; and, 

® Helping carers to care. 


These local standards will be published in joint local charters by 
the end of June 2000. 


Older people 


National Service Framework for Older People & Better 
Services for Vulnerable People 


9.16 The Government announced in December 1998 that the 
third National Service Framework (NSF) would cover services for 
older people. The NSF is being developed with the help of an 
External Reference Group (ERG) and a number of supporting 
Task Groups which have sought to engage the views of all 
stakeholders including health and social care managers, 
professionals, users and carers, and other relevant groups. The 
Groups have looked at the system of health care for older 
people from the perspectives of: 


© Locations of care (acute hospital care, primary and 
community care); 


® Process issues (assessment, transitions to, from and within 


hospital); and, 


© Conditions prevalent among older people (stroke, mental health 
— including dementia, and falls). 


9.17 


(independent of age and other factors), staff competencies, 


The ERG has looked at issues around access to services 


respecting patient's dignity and autonomy, promoting 
independence, and ensuring that needs are properly assessed and 
services well co-ordinated. The NSF will be published later in 
2000. Preparatory work to assist with implementation will begin 
in 2000-01 when Authorities are required, through the National 
Priorities Guidance 2000-01 — 2002-03 (NPG), to carry out a 
multi-disciplinary audit of services for older people. 


9.18 The NPG also requires Authorities and their partners to 
continue to improve rehabilitation services for older people as part 
of a strategic approach. This builds on the rehabilitation strand of 
the Better Services for Vulnerable People” (BSVP) initiative by 
which Health and Local Authorities, in partnership with NHS 
Trusts, were asked in EL (97) 62 to jointly review their current 
provision of recuperation and rehabilitation services for older 
people during 1998-99 taking into account local needs and 
concerns and put the resulting joint plans in place during 1999- 
2000. The Partnership Grant, announced in the Modernising Social 
Services White Paper”, made funds available to further develop 
rehabilitation and other services to facilitate hospital discharge and 


avoid unnecessary admissions to hospital and other institutional care. 


9.19 The other strands of the BSVP initiative were Joint 
Investment Plans and multi-disciplinary assessment. Health and 
Local Authorities have been working together (and with a range 
of local stakeholders) to produce Joint Investment Plans. For 1999- 
2000, JIPs were produced for older people, including older people 
with mental health problems, to deliver user-focused joined up 
services. Promoting independence is a key theme of these plans and 
authorities have been asked to roll them forward for a further 
year [HSC1999/244 and LAC (99) 39]. (See also paragraphs 
5.20 to 5.22). 


9.20 The multi-disciplinary assessment strand is an essential 
component of assessment and care management, and one which 
is particularly important for older people. This work is being taken 
forward under the strategic umbrella of the National Service 
Framework for Older People and also the Fair Access to Care 


Services initiative. 


Royal Commission on Long Term Care 


P21 The Government is looking at the whole system of 
funding long term care to ensure it is fair and sustainable for the 
future. The establishment of a Royal Commission was a manifesto 
commitment. The Royal Commissions report” was published in 
March 1999. The report makes two main recommendations: 


® “Personal care”, which includes nursing care and some social 


care tasks such as help with bathing, should be funded by 


general taxation, subject to an assessment of need; and, 


@ A National Care Commission should be established to take a 
strategic overview of long-term care and represent the interests 


of older people. 
Sy 


would be subsumed by its main recommendation on personal care. 


The report also sets out a range of sub-options which 


Not all the Commissioners were able to agree on the first 
recommendation, which is rejected in a note of dissent signed by 
two Commissioners. The note of dissent sets out its own 
proposals, which include making nursing care free in nursing 


homes and an alternative capital limit for the means test. 


9.23 In December 1999, the Secretary of State for Health 
explained that decisions on the system of funding long term care 
would be made as part of the 2000 Spending Review, alongside 
decisions about spending on the quality and delivery of care. He 
announced that the Care Standards Bill, introduced in the 
Lords on 2 December, would establish a National Care Standards 
Commission which, in addition to regulating standards of care in 
care homes, would take up the four main roles proposed by the 


Royal Commission. 


Children 


Quality Protects Programme 


9.24 
Joint Review Reports and the Children’s Safeguards Review that 


Following evidence from Social Services Inspectorate/ 


standards of delivery and achievement were too low, the 
Government launched in September 1998, the three year Quality 
Protects programme to improve the management and delivery of 


children’s social services. 


oe Quality Protects is a key part of the Government's wider 
strategy for tackling social exclusion. It focuses on working with 
some of the most disadvantaged and vulnerable children in our 
society, i.e. those children looked after by local authorities, in the 


child protection system, and other children in need. 


9.26 


Modernising Social Services” of effective protection, better 


It is the main vehicle for delivering the aims in 


quality care and improved life chances for children in Local 
Authority care. The key elements are: 


@ New national Government objectives for children’s services 
which for the first time set out clear outcomes for children, and 
in some instances gave precise targets which local authorities are 


expected to achieve; 


e An important role for local councillors in delivering the 
programme, set out in new guidance sent by the Government 


to all councillors; 


e An annual evaluation of local authorities’ Quality Protects 
Management Action plans which set out how they are 


improving their services; and, 


e A new children’s services grant of £375 million. 
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9.27 The purpose of the children’s services grant is to help 
Local Authorities implement the Quality Protects programme and 
in particular to improve the life chances of looked after children. 


The special grant is targeted on the following priority areas: 


e Increasing the choice of foster and residential care placements 


for looked after children; 


e Increasing the support provided for care leavers, including steps 
to prevent inappropriate discharge of young people at 16 and 
IZ; 


e Improving the management of children’s Personal Social 
Services (PSS), including more and better use of management 


information systems; 
e Improving assessment, care planning and record keeping; 


e Improving quality assurance systems to enable that services are 
delivered according to requirements and are meeting local and 


national objectives; 
e Listening to the views and wishes of children and young people; 


e Improving the life chances of looked after children through 
expenditure on their education and health needs, reducing 
offending and more and better cultural, leisure and sports 


opportunities; and, 


e Managing change, expenditure in this priority area is being 
targeted on human resource issues, communications and 


financial management strategies. 


9.28 A Quality Protects Reference Group set up to promote 
the continuing development, implementation and monitoring of 
the Quality Protects programme, meets quarterly. As well as 
representatives from other key Government Departments — 
DfEE, HM Treasury, Home Office and the Social Exclusion Unit, 
the Group includes the LGA, ADSS, health and education, the 
voluntary sector, care leavers, chief executives, social work 


practitioners and foster carers. 


Care Leavers 


9.29 The Children (Leaving Care) Bill®” was introduced into 
the House of Lords and had its Second Reading in December 
1999. The principal aim of the Bill is to improve the life 
chances of young people living in and leaving local authority care. 
The Bill is based on the proposals in the consultation document 
‘Me, Survive, Out There? — New Arrangements for Young People 
Living in and Leaving Care” published in July 1999 which was 
very well received. The basis of the Bill is to impose new and 
stronger duties upon local authorities to support care leavers until 


they are at least 18. 
9.30 The main provisions of the Bill are: 


e A new duty upon Local Authorities to assess and meet need. 
The Bill imposes a duty upon local authorities to assess and 
meet the needs of eligible young people aged 16 and 17, both 
those whom they continue to look after and those who have left 


care; 
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e A new duty on Local Authorities to keep in touch with care 
leavers. The Bill imposes a duty on Local Authorities to keep in 
touch with young people who have left care in order to make 
sure that they receive the support to which they are entitled. The 
duty runs till the young person reaches 21 or up to 24 if he is 
still receiving help from the local authority with higher 


education or training; 


e Young Person’s Advisers and Pathway Plans. The Bill obliges 
local authorities to provide a Young Person’s Adviser and a 
Pathway Plan for all eligible young people. The Pathway Plan 
will map out a route to independence for these young people 
including consideration of when they might be ready to leave 
care. The plan will be reviewed at least once every six months 
to take account of a young person’s changing needs and 
circumstances. The Young Person’s Adviser will provide the key 
link between a young person and their Local Authority, 
providing support and guidance and helping to co-ordinate 
services. They will continue to keep in touch until the young 


person reaches at least 21; 


e The Responsible Authority. Currently, disputes can arise 
amongst local authorities concerning who should have 
responsibility for a young person who has moved between areas. 
The Bill provides that the authority which last looked after a 
young person will continue to have responsibility, regardless of 


where that young person moves to in the country; and, 


e A new Financial Regime. At the moment, children who leave 
care at 16 or 17 can claim social security benefits. However, they 
are often not well informed on how to use the system and can 
find it difficult to claim what they are entitled to. At the same 
time, the existence of these funds provides an incentive for Local 
Authorities to discharge young people from care to fend for 
themselves. The Government believes that Local Authorities 
should act more like a parent towards young people whom they 
have looked after. The Bill therefore simplifies the financial 
regime by making authorities responsible for assessing and 
meeting the needs of these young people and by removing their 
entitlement to non-contributory benefits. That money will be 
transferred via the Department of Health to Local Authorities 
to help support these young people more effectively. 


Sure Start 


951 Sure Start is an inter-Departmental initiative, managed 
by the Sure Start unit, drawing staff and expertise from DfEE and 
the Treasury, Department of Health and DETR, as well as Local 
Authorities, the NHS and the voluntary sector. It provides new 
money to help a range of different agencies to work together in 
new and constructive ways, and to provide better services focused 
on the needs of families and children in areas of disadvantage. It 
aims to provide a nurturing approach to support for families to 
promote positive relationships to give their children the best start 
in life. This will ensure that the health, educational, social and 
emotional needs of children aged 0-4 are met, and that they arrive 


at school ready to succeed. 


9.32 Local Sure Start programmes are led by partnerships 
which include representatives from Health Authorities, and 
NHS Trusts, Early Years Development and Childcare Partnerships, 
primary care groups, local parents, social services, local voluntary 
sector agencies and community groups. Existing partnerships may 
form the basis of Sure Start partnerships. 


0.33 £449 million has been committed to the development 
of 250 Sure Start programmes across England over the next three 
years. Iwo and a half million pounds of expenditure planned for 
1999-2000 was brought forward to 1998-99, to build capacity at 
a local level and so enforce the effectiveness of thé 1999-2000 
grants. 


9.34 There are 60 Sure Start “Trailblazer’ programmes already 
improving the life chances of over 50,000 children. A second wave 
of 69 programmes was launched in November 1999 and these are 
due to be under way by summer 2000. When all 129 programmes 
are up and running about 97,000 children aged under four will be 
covered, representing about four per cent of children under four 
and over 10 per cent of children facing the greatest disadvantage. 
This will mean that there will be at least one Sure Start 
programme in each of the 100 most disadvantaged areas of 
England and the Government will be more than half way 
towards its target for 2001-02 of 250 programmes. 


9.35 The Sure Start initiative requires that providers of 
Health and Social Services should: 


® Be fully involved in the development and implementation of 
local Sure Start programmes — particular areas of focus will 
include improving access to, take up and quality of services for 
maternity and child health and development, such as midwifery, 
health visiting and child health surveillance, and adult services 


such as mental health and drug action programmes; 


Take on role of lead partner or accountable body to those 


programmes where this is agreed by all partners; 


® Be creative in the provision of services to families involved in 
the Sure Start programme, and to extend these services more 


widely where appropriate; 


® Have made dynamic linkages with Health Action Zones 
(HAZs), NHS Direct and Fast Primary Care, Partnership in 
Action projects, Quality Protects and Child and Adolescent 
Mental Health Services (CAMHS) strategy developments etc; 


and, 


® Work towards achieving the national targets for Sure Start as set 
out in the Public Service Agreement, and to do likewise for local 


tar gets. 
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10. Research and 
development 
programme 


Introduction 
10.1 


(R&D) programmes have continued to provide the evidence base 


The Department of Health Research and Development 


to help with clinical excellence, better quality services, public health 
and the formulation of policy. They have also continued to form 
an important part of the Government’s overall support for 
science in general, and a key component of Government support 
for health research and development. R&D programmes have 
_ assessed medical advances and service innovation and evaluated 
much recent policy innovation to ensure that good practice is 
shared and barriers to implementation are overcome. In the last 
year a number of developments in R&D have been taken 


forward as set out in the following paragraphs. 


R&D in the NHS 


10.2 
secure reliable, accessible knowledge that helps the NHS tackle the 


The purpose of using NHS resources for R&D is to 


causes of health inequality, develop and adopt cost-effective 


modern treatments, and deliver consistent high quality care. 


10.3 The introduction of the NHS R&D Levy in 1997 has 
improved transparency and best value for money in the use of 
R&D funds, to ensure that funding supports Government 
policy for both health and science, and is aligned with Government 
priorities. Two strands of work were completed in 1999: 


® Clarification within Government and with other partners of the 
role of the NHS in the wider pattern of health research funding; 


and, 


® A strategic review chaired by Professor Michael Clarke on behalf 
of the Central Research and Development Committee for the 
NHS, recommending how to modernise NHS R&D funding 
in line with the principles of The new NHS: modern, 
dependable”, and set strategic priorities for NHS R&D. 


10.4 As a result the Government will set a new strategic 
direction for NHS R&D Funding. It will announce plans: 


® To focus on delivering R&D findings relevant to NHS 
priorities and needs, beginning with NHS R&D priorities in 
cancer, heart disease and stroke, and mental health; and, 


® ‘To target NHS support more closely on underpinning high 
quality research led by strategic research funding bodies 
within the framework of national science policy, recognising the 
role of the NHS within the national science base. 


10.5 The Department will make available in 2000: 


© A new statement of the policy context and principles of 


allocation and management; 
® An implementation plan; and, 


® Details of the allocation process for funding from April 2001. 


Centrally Funded NHS R&D Programmes 
10.6 


the NHS. The structure of these programmes is moving from a 


The Department funds R&D programmes on behalf of 


number of specific time-limited topics into three ongoing 
programmes of Health Technology Assessment, Service Delivery 
and Organisation and New and Emerging Applications of 
Technology. 
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and Development Committee for the NHS has identified future 


The strategic review sub-group of the Central Research 


research priorities in the key areas of cancer, heart disease, 
mental health, ageing, primary care and accidental injury. Action 
will be taken to translate these priorities into the R&D 


programmes from 2000 onwards. 


10.8 
Department published in 1999 guidance on good clinical 


To improve the quality of research in the NHS, the 


practice for clinical trials. The Department will take further steps 
to improve the quality of research carried out in the NHS by 


developing a framework of research governance. 


Public Health R&D Strategy 


10.9 
commitment in the White Paper Saving Lives: Our Healthier 


As part of the overall R&D Strategy, and in pursuit of a 


Nation”, the Director of R&D carried out a resource mapping 
of public health R&D, and is developing a public health R&¢D 
strategy across all funders. Public health research is defined very 
widely to cover physical and environmental hazards to public 
health, social and economic factors impacting on public health, 
lifestyle and genetic factors, and work on the prevention of 
communicable diseases. A range of government departments, and 
research councils, as well as the private sector fund all this work. 
The strategy is likely to recommend more sharing of work across 
funders and research communities, more synthesis of findings, 
improved strategic prioritising, more involvement of users and 


consumers, and much better dissemination. 


Improving access to research funded by the Department 
of Health 


10.10 
uptake of research findings. These will assist decision-making by 


There are a number of activities designed to promote the 
social care and health care professional staff, managers and users 


of services. They will also help researchers who are following up 
completed research as well as preventing duplication of research 


73 


Seal 
= 
© 
= 
a 

2 
© 
> 
w 

a) 

73 
© 
Ci 

to 
o 
co 
os 
® 
“ 
o 

rag 


o 
E 
= 
© 
a 
a) 
2) 
_ 
a. 


od 
= 
7) 
= 
a. 
) 
© 
> 
® 
ae) 
= 
= 
« 
re 
U 
Je 
1 
o 
w 
® 
ad 


programme 


activity. These activities include convenient access to databases on 
the Internet, such as the National Research Register and the 
Register of Research Findings, and the dissemination of systematic 
reviews which bring together the best available evidence on health 


and social care issues. 


10.11 A Research Findings Register (ReFR) is being developed 
and will be available from April 2000. It will be a freely available 
database, providing ‘prompt sight’ of quality assured information 
on research findings that emerge from completed projects funded 


by the Department of Health. 


LOAD 
highlights from the Register to the NHS, Social Services and other 
users. They will guide readers towards the Research Findings 


Arrangements have been made to make available 


Register and identify where full reports are available within the 


published literature. 


10.13. Both the Research Findings Register”? and the highlights 
will be available through the National Electronic Library for 
Health” (NeLH) (a project being developed as part of the 
Department's information strategy, /nformation for Health"””). The 
National Research Register” of research in progress has been 


available for some time and will also be available through the 


NeLH. 


Improving Health 
10.14 


priority is increasing. There are major programmes of research on 


Investment in research in all these areas of Departmental 


drug misuse prevention and treatment, on AIDS/HIV, nutrition, 
air pollution and Hepatitis C. Over £3 million a year is spent on 
CJD research as part of a cross-government scientific programme. 
Departmentally funded research contributed significantly to the 
ability to make the new meningitis vaccine available. Cross- 
departmental committees have established priorities for research 
on accidental injury, and anti-microbial resistance, and plans are 
in place to evaluate the new and more aggressive anti-smoking 
policies and programmes, and to commission the research 


needed as a result of the Social Exclusion Unit report on teenage 


pregnancies. 

Saving Lives 

10.15 ‘To support the policy work on inequalities in health a 
major programme of research on inequalities has been 
commissioned. 

10.16 Within the Department and NHS R&D programme 


work has been funded covering screening, diagnosis, treatment and 
delivery of health services for cancer patients. R&D programmes 
are providing the reviews of evidence on which NICE guidelines 
for all the cancers will be based. Findings from Department of 
Health and NHS research are improving the evidence-base for the 
National Guidance on Cancer services. Evaluations of the major 


national screening programmes are also being undertaken on: 


© Breast cancer screening (including work on the cost-effectiveness 
of potential extensions to the national breast screening 
programme); 
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® Cervical screening; and, 


@ The evaluation of colorectal screening pilots. A major 
programme on skin cancer is producing results that are 
proving helpful in significantly shaping health promotion 


messages. 


TORY, 
mainly funded through the Medical Research Council who 


Wider Government support for cancer research is 


support basic biomedical research, epidemiological and clinical 
research on the causes and treatment of cancer. In addition major 
support for cancer research also comes from the Medical 
Charities. Following a seminar at No. 10 Downing Street in May 
1999, a Cancer Research Funders Forum (including Department 
of Health, Medical Research Council and the major Cancer 
Charities) has been set up. It will ensure a national strategic 
approach to cancer research and improve networks for co- 
ordination between researchers the Department has improved. (See 
also paragraphs 7.1 to 7.8.) 


10.18 
Technology Assessment Programme and the national programme 


On Coronary Heart Disease outputs from the Health 


covering cardiovascular disease and stroke (for example research 
considering targeting of resources for the treatment of heart disease 
and treatment rates to prevent stroke) fed into the development 
of the Coronary Heart Disease National Service Framework. (See 


also paragraphs 7.9 to 7.13.) 


Fast & Convenient Services/Modernising Strategies 
10.19 


underpin the development of the National Service Frameworks, 


R&D programmes have synthesised the evidence base to 


and will continue to do this. 


10.20 
provided evidence for decisions that NICE have had to make, and 


DH and NHS Research programmes and reviews have 


will link particularly with NICE’s work in the future. The 
National Horizon Scanning Centre employs a rigorous and 
systematic process to identify new ‘technologies’ (or interventions) 
that have potential relevance and importance to health and health 
care in the UK. Information about these topics is presented to the 
Department’s Managing Clinical Interventions Group (MCIG) and 
thereby influences the work agenda for NICE. 


hikes 


the work of the National Screening Committee, underpinned care 


The evidence from R&D programmes has also informed 


standards in the social care field and the National Beds Inquiry"”®. 


10.22 Evaluations are in place of PCGs/PCTs, NHS Direct, 
Booked Admissions Programmes, Walk-in Centres, and AXE 
modernisation, just to give some major examples. A special R&D 
programme about how best to involve patients in planning and 


delivering services, and in their own care has been commissioned. 


L025 
good use of evidence from Department of Health funded cohort 


In tackling workforce issues, the Department has made 


studies of doctors and nurses (which are continuing), of studies on 
skill mix, unit costs, and equal opportunities. In support of the 
Working Together” strategy a raft of projects is being 
commissioned within four themes: 


@ Pay, reward and equal opportunities; 
e Workforce utilisation; 
e Organisational and professional development; and, 


@ On staff involvement in reshaping how NHS organisations 
work. 


Caring for Vulnerable People 


10.24 Many of the recent new policies in social services, as well 
as changes in service delivery, have been informed by Department 
of Health programmes of research. Work on child protection and 
children looked after including residential care has informed the 
Quality Protects’ policy, and work on under-fives has informed 
‘Sure Start’ programmes. In addition major reviews of groups of 
projects on children’s homes, leaving care, adoption and anti-social 
behaviour have been disseminated widely. 


10.25 Work in relation to people with learning disabilities, the 
elderly and other adult groups has been equally influential in 
shaping policies and services for clients and carers, identifying who 
benefits, to what extent, from services and at what cost, examining 
the costs of regulation, and developing models of long term care 
and measuring healthy life expectancy. Work recently put into 
commission includes programmes on the costs and effectiveness 
of childcare services, and the outcomes of social care for adults. 


10.26 On mental health, research programmes have been or are 
being commissioned on forensic mental health, interagency 
working, mentally disordered offenders, child and adolescent 
psychiatric services, older people’s mental health, and a clutch of 
projects especially commissioned to inform the review of the 
Mental Health Act. In addition, outputs from the Mental 
Health NHS R&D national programme informed the 
development of the Mental Health National Service Framework. 


(See also paragraphs 7.17 to 7.27.) 
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11. Breakdown of 
spending programme 


HEALTH AND COMMUNITY HEALTH 
SERVICES 


HCHS Resources by Sector 


bit 
health authority gross current expenditure on the Hospital and 
Community Health Services (HCHS) in 1997-98, the latest year 
for which disaggregated data are available. (The figure includes 


Figure 11.1 shows the breakdown by service sector of 


capital charges, but does not include spending on General 
Medical Services (GMS) discretionary and other related services). 
For this reason the total differs from the figure shown in 


Figure 11.2. 
pine 


care is as follows: 


The Proportion of HCHS expenditure by programme of 


® Acute services 53 per cent; 

® Mental health 12 per cent; 

® Services intended primarily for the elderly 10 per cent; 
® Learning disabilities 6 per cent; 

® Maternity 5 per cent; and, 

® Other services 14 per cent. 


1.3 


sector reflects the demand for emergency treatment, and the 


The predominance of spending in the acute hospital 


continuing emphasis on reducing waiting lists and waiting 


times. 


11.4 
continued to increase, rising to approximately 15 per cent in 1997- 
98. This has risen from about 12 per cent in 1987-88 and reflects 


the changing patterns in care. 


The proportion of community health services has 


Figure 11.1: Hospital and Community Health Services 
gross current expenditure by sector, 1997-98 


A geri: as HQ administration 
| 3% £779m 

Other 5% } 

£1,072m ~ 


Learning Disability 
6% £1,324m 


Acute 53% 
£12,607m 


Other Community 
6% £1,426m 


Elderly 10% 
£2,407m 


Mental Health 12% _ 
£2,8 


1m 
Total £23,584 million 
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HCHS Current Resources by Age Group 
15 Figure 11.2 shows that in 1997-98 people aged 65 and 


over accounted for approximately 39 per cent of total expenditure, 
a group however that make up approximately 16 per cent of the 
population. This is mainly because approximately 41 per cent of 
acute expenditure and significant proportions of expenditure on 
services for mentally ill people and other community services are 


for people aged 65 and over. 


Figure 11.2: Hospital and Community Health Services 
gross current expenditure by age, 1997-98 


Age 85+ 9% All Births 5% 
£2,101m £A-2 21m 
\ Age 0-4 6% 

Rae / £1,433m 


Age 5-15 5% 
£1,276m 


Age 75-84 
16% £3,713m 


ae ~—— Age 16-44 
25% £5,950m 


Age 65-74 _ 


14% £3,268m 


Age 45-64 20% 
Total £23,584 million £4,622m 


11.6 Figure 11.3 shows the estimated expenditure in 
1997-98 on HCHS for each age group, expressed as a cost per 
head of the population. High costs are associated with each 
birth, but costs per head then falls steeply, remaining low 
through young and middle age groups, before rising sharply 
above age 65. This reflects the greater use of health services by 
elderly people. 


Figure 11.3: Hospital and Community Health Services 
gross current expenditure per head, 1997-98 
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11.7. The changing demographic make up of the population 
affects the demand for NHS care. The elderly, in particular, have 
an impact. However, the number of elderly people in the 
population is expected to grow less quickly in the next 10 years 
than in the previous decade. Figure 11.4 shows that demographic 
pressures averaged 0.7 per cent per year over the 10 year period 
to1997-98. Over the next 10 years, to 2007-08, the expected effect 
averages 0.4 per cent per year. To date the NHS has been able to 
manage the increase in the use of its services caused by an ageing 
population. Following the additional resources made available by 
the Comprehensive Spending Review and a slowing down in 
pressure due to ageing, it will continue to deliver the service 
expected of it. But the pattern of service delivery may need to 
change in the future. The report of the National Beds Inquiry""” 
was published recently for consultation. This sets out the broad 
options for developing services in the future, with the aim of 
delivering better quality care for older people more effectively. The 
finding of the consultation exercise will drive the future shape of 


services for the elderly. 


Figure 11.4: Estimated Growth in HCHS Expenditure 
required due to whole population, male and female 
demographic changes: year on year percentage increases 


Percentage 
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Allocation of HCHS Resources 
11.8 Revenue allocations to Health Authorities for 2000-01 


were announced in December 1999. More details of the cash 
increase allocations can be found in 2000-01 Health Authority 
Revenue Cash Limits Exposition Book”. 


1 The sum available for HCHS revenue and discretionary 
family health services for 2000-01 is £35.7 million. This 
represents a cash increase of 8.3 per cent, a real terms rise of 5.7 
per cent. The figure of £35.7 million takes account of the £250 
million made available to the NHS as a result of changes in 
tobacco duty announced in the Budget. 


11.10 In arriving at allocations to Health Authorities, 
adjustments have been made to reflect the mechanism for the 
financing of capital; and provision for a number of centrally funded 


initiatives and services and special allocations (CFISSA). Figure 
11.5 summarises the way in which national Hospital and 
Community Health Services (HCHS) revenue and discretionary 
family health services translate into Health Authority allocations. 


Figure 11.5: Distribution of Revenue Resources, 
2000-01 


ies £ million Percentage 
‘fia increase over 
: previous year 
— ; 
HCHS Revenue and FHS discretionary 35,716 8.3 
Capital charges and other adjustments 2,642 
Total Available 38,359 
deployed as: 
Centrally Funded Initiatives and Services 
and Special Allocations 4,754 
Total for Health Authorities 33,605 6.8 
of which: 
Modernisation Fund 466 
Total General 33,139 53 
of which: 
Targeted funding for deprived areas ~60 
Recurrent General 33,079 


1 The final deployment between Modernisation Fund and General CFISSA 
is yet to be decided. 

2 Allocated to health authorities which include Health Action Zones 
(HAZs) within their boundaries. 


Centrally Funded Initiatives and Services and Special 
Allocations (CFISSA) 


15h 


the service specific levies which fund activities in the areas of 


CFISSA fund a number of different activities including 


education and training and research and development: 
® Non-Medical Education and Training (NMET); 

© Medical and Dental Education (MADEL); 

® Service Increment for Teaching (SIFT); and, 

© Research and Development (R&D). 


Figure 11.6 gives details of CFISSA programme for 2000-01 as 
known at the date of publication of this Report. Details of funding 
for the remainder of activities funded through CFISSA will be 
announced by the Department shortly. 
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Figure 11.6: Centrally Funded Initiatives and Services and Special Allocations, 2000-01 


Budget type 


Education & Training and R&D: 


Total 


Special Allocations issued 
with HA Allocations: “ 


Total 


CFISSA Budgets Issued with 
HA allocations: 


Total 


Total 


Statutory Bodies & budget 
funding contracts: 


Total 


Others: 


Total 


TOTAL 


1 Figures may not sum due to rounding. 
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Budgets 


MADEL 
NMET 
R&D 
SIFT 


Drug Misuse Services 
HIV Prevention 
Out of Hours 


Haemoglobinopathy 

National Artificial Eye Service 
National Poisons Information Service 
Teratology Information 
Dreadnought Unit 


National Specialist Commissioning Group 


Clinical Effectiveness 

Commission for Health Improvement 
Community Health Councils 

Dental Practice Boards 

Health Outcomes 

Hearing Aid Pilots 

High Security Infectious Disease Units 
London Fund 

MDA Evaluation Programme 
Medical Practices Committee 

Mental Health Act Commission 
Mental Health Review Tribunals 
National Blood Authority 

NHS Information Authority 

NICE 

Prescription Pricing Authority 

UK Transplant Service SA 


Ambulance Response Times/Rapid Access Clinics 
Smoking Cessation 
Waiting List Central Initiatives 


Amounts 


General 


Sy lis EYES: 
449,008 


54,768 


260 
1,671 
265 
60 
2,552 


85,843 


320: 


23,324 
21,158 
1,650 
4,000 
454 
84,910 
2,400 
477 
2,979 
9,742 
17,257 
25,250 


49,877 
4,188 


£000s 


NHS 
Modernisation 
Fund 


701,194 
975,984 


5O 152. 


43,420 


11,300 


9957, 


23,000 
10,000 
13,000 


Total 


701,194 
975,984 
513,573 
449,008 
2,639,759 


59152 
54,768 
43,420 
157,340 


260 
1,671 
265 
60 
2552 
4,808 


85,843 
85,843 


355 
11,300 
23,324 
21,158 

1,650 
4,000 

454 | 

84,910 

2,400 
477 
2,979 
9,742 
17,257 
25,250 
9,957 
49,877 
4,188 
269,278 


23,000 
10,000 
13,000 
46,000 


3,203,028 


Unified Allocations 


11.12 £33.6 million was distributed to Health Authorities as 
unified allocations, including £60 million distributed as targeted 
funding for deprived areas. The range of Health Authority cash 
increases was from 6.2 per cent to 8.5 per cent, with an average of 
6.8 per cent. Figure 11.7 shows the distribution of this cash 
increase by Health Authority. In March 2000, a further £660 
million was made available to Health Authorities. Full details of 


the allocation were not available at the time of publication. 


Figure 11.7: Unified Allocations — distribution of cash 
increase, 2000-01 
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11.13 Figure 11.8 shows Health Authorities’: 


® 1999-2000 distances from unified target; and, 


® 2000-01 distances from unified target. 


Figure 11.8: Health Authorities’ Distances from Unified 
Targets (DFT) 1999-2000 and 2000-01 


Number of Health Authorities 
45 
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25 
20 
15 
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“er 


Beet 


More 1-2% Over 


2-5% 1-2% Between 2-5% 
than below below 1% above above 5% 
5% target target below/ target target above 
below above target 
target target 


Distance from Target 


9s 1999-2000 Number of HAs 
998) 2000-2001 Number of HAs 


Review of the Revenue Allocations Formula 


11.14 There is currently a wide-ranging review of the formula 
used to make allocations to Health Authorities and Primary Care 
Groups. The aim is to produce a fairer means of allocating 
resources. There is now a freeze on further changes to the 
existing formula to maximise stability and certainty for Health 
Authorities and Primary Care Groups while the review takes place. 
The freeze will last at least until the end of the three-year 
Comprehensive Spending Review period, (1999-2000 to 2001-02). 


Family Health Services 


Family Health Service (FHS) Resources 

11.15 Figure 11.9 shows the distribution of gross expenditure 
on FHS of £9,469 million in 1998-99 (including spending from 
General Practitioner (GP) Fundholders on drugs) among the 


constituent Family Health Services. 


Figure 11.9: Family Health Services gross expenditure, 
1998-99 


Dispensing Costs (£781m) a 


Cash Limited 
General Medical 
Services (£878m) 9% 


General 

Ophthalmic 

Costs (£240m) 

2% - 


General Dental —— 
Services 
(£1,438m) 14% 


Non-Cash Limited 
General Medical 
Services 
(£2,243m) 23% 


Ps Limited Drugs 
(£2,519m) 26% 


Non-Cash Limited 
Drugs (£1,837m) 18% 


Total £9,936 million 


Drugs Bill 


11.16 
(mainly pharmacists) for drugs, medicines and certain listed 


The drugs bill is the cash amount paid to contractors 


appliances which have been prescribed by GPs, less Pharmaceutical 
Price Regulation Scheme (PPRS) receipts. The 1998-99 FHS drugs 
bill outturn was £4,339 million in cash terms, this represents a 6.2 
per cent increase on the previous year. This was much lower than 
the average increase of 8 per cent over the past 5 years. 


11.17. Important factors in the 1999-2000 drugs bill include: 


e An agreement to cut the price of proprietary medicines by 4.5 
per cent, which will save over £150 million a year when it is in 


full effect; 


@ Health Authorities will benefit from a new discount scale, 
intended to claw back 11.1 per cent of the total net ingredient 
cost dispensed by pharmacies — (an increase of about 2 per cent 
on the discount scale in operation during 1998-99); and, 
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© This year has seen a sharp rise in the cost of generic drugs, partly Figure 11.11: Family Health Services Drugs Bill - 
as a result of a number of supply difficulties. In December 1999 percentage growth (cash), 1989-90 to 1999-00 
an additional in-year allocation of £90 million was announced _ percentage growth 
to help meet these costs. There are signs that the supply position 45 
is now starting to ease. (See also paragraph 11.26.) 


11.18 Figure 11.10 illustrates the cash increase in the FHS 
drugs bill, 1989-90 to 1998-99. Figure 11.11 shows the 10 
percentage growth in the FHS drugs bill 1998-90 to 1998-99. 


Figure 11.10: Family Health Services Drugs Bill (Cash), 
1989-90 to 1998-99 5 


£ billion 
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FHS Gross Expenditure 


11.19 Figure 11.12 shows the gross expenditure by service, the real terms increase and the growth of discretionary and non- 
discretionary expenditure. (Discretionary and non-discretionary expenditure were previously referred to cash limited and non-cash limited). 


Figure 11.12: Family Health Services gross expenditure, 1990-91 to 1998-99 


£ million 
1990-91 1991-92 1992-93 1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 % real terms 
growth 
1990-91 
to 1998-99 
Drugs non-discretionary 2,091 2,210 2,356 Diels Ps 2,243 2,210 2,014 Zee 1,837 n/a 
Drugs discretionary 0 ZS 295 628 1,009 1,296 1,794 1,936 ZONS n/a aa 
c 
Drugs Total 2,091 2 Ae 5) 2,651 2,980 3,252 3,506 3,808 4,107 4,356 69.5 3 
o 
General Medical Services a. £ 
non-discretionary 1,484 1,656 1,768 1,840 1,902 1,965 2.073 2,198 2,243 25 So = 
General Medical Services S &p 
discretionary 464 600 686 PA bo 723 754 800 835 878 54 2 roe 
4 
Total General Medical Services 1,948 2,256 2,454 2.555 2,625 2,719 2,873 3,033 3,121 30.4 YY 
co 
PMS (discretionary) “” n/a n/a n/a n/a n/a n/a n/a n/a 37 n/a 
General Dental Services 1,040 1,246 1,306 1,222 1,279 1,290 ers: 1,348 1,438 PBs: 
PDS (discretionary) ‘” n/a n/a n/a n/a n/a n/a n/a n/a 4 n/a 
Dispensing Costs 561 603 658 677 679 706 746 768 781 1539 
General Ophthalmic Services 111 141 172 192 213 Pp: 237 241 240 76 
Total 5,751 6,581 7,241 7,626 8,048 8,444 8,987 9,497 OTT, 41.2 


Source: RO and RA LAs' Returns 


1 Personal Medical Services (PMS) and Personal Dental Services (PDS) schemes are Primary Care Act pilots designed to test locally-managed approaches 
to the delivery of primary care. PDS and PMS expenditure figures, although not allocations, exclude any related capital investment by NHS trusts; 
PDS expenditure figures are also gross of patient charge income whereas allocations are net of charges. 


Pharmaceutical Services 
11.20 In 1998-99, community pharmacies dispensed about 478 million prescription items with a total value of £4,339 million. In 
addition, a large proportion of the population visited pharmacies to purchase an over the counter medicine or seek advice from the pharmacist. 
11.21 Figure 11.13 provides information on pharmaceutical services. 
Figure 11.13: Family Health Services — key statistics on pharmaceutical services 

1988-89 1994-95 1995-96 1996-97 1997-98 1998-99 % Change % Change 


1988-89 1997-98 
to 1998-99 to 1998-99 


Pharmaceutical Services “ 


Prescription (thousands) 376,797 467,793 484,937 498,285 510,320 524,710 39.3 2.8 

Number of contracting pharmacies °) 9,753 9,771 9,787 Go 775 9,785 9,782 0.3 0.0 

Average number of prescriptions dispensed by 

pharmacy and appliance contractors 33,984 42,380 43,996 45,329 46,297 47,759 40.5 Seo 

Cost of pharmaceutical services per prescription 

(1998-99 prices) (£)°: Gross 8.82 9.41 9.45 9.63 Se 95/9 1-0 0.0 
Drug 6.89 7.78 7.86 8.05 8.25 8.30 20.5 0.6 
Remuneration 1.93 1.63 4.39 1.58 1.54 1.49 (—22.8) (-3.2) 

Cost of drugs and appliances in real terms 

(1998-99 prices) (£m) ° © 2DHT 3,615 3,806 3,581 4,188 4,339 68.4 S20) 

Percentage of charged prescriptions “” 22.4 Wee) 16.2 14.4 14.6 14.6 


1 Pharmaceutical services are mainly the supply of drugs, medicines and appliances prescribed by NHS practitioners. 
2 Numbers relate to prescription fees; figures include prescriptions dispensed by community pharmacists and appliance contractors, 
and dispensed or personally administered by GPs. 


3 Excludes appliance contractors and dispensing doctors. 
4 Figure for 1988-89 refers to 31 December. Figures for subsequent years refer to 31 March (e.g. 1994-95 is number as at 31 March 1994). 


5 Gross pharmaceutical expenditure is total payments (drug costs and dispensing fees) to contractors less recoveries from HAs and the 

Ministry of Defence (in respect of hospital and armed forces prescriptions dispensed in the community) and excluding refunds of prescription charges. 
6 Includes receipts under the Pharmaceutical Price Regulation Scheme. 

7 Prescriptions dispensed to patients who pay prescription charges or hold prescription pre-payment certificates. The analysis is based 

on a7 in 20 sample of all prescriptions submitted to the PPA in the calender year by community pharmacists and appliance contractors. 
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Pharmaceutical Price Regulation Scheme 
11.22 The Pharmaceutical Price Regulation Scheme (PPRS) is 


a voluntary agreement between the Government and the 
pharmaceutical industry, which controls the profits which 
pharmaceutical companies make from sales of branded prescription 
medicines to the NHS. The PPRS is designed to provide 
reasonable prices for the NHS and fair rates of return for the 
pharmaceutical companies to enable them to develop and market 


new and improved medicines. 


11.23. A new scheme was agreed last year with the Association 
of the British Pharmaceutical Industry (ABPI). The new scheme, 
which will run for five years, began in October 1999 with all 
suppliers being required to reduce the prices of all products covered 
by the scheme by 4.5 per cent. It is estimated that the new PPRS 
will save the NHS in England over £150 million per year. 


11.24 
pharmaceutical industry to invest in the further development of 


The new scheme also contains features to encourage the 


new and improved medicines, and to encourage a competitive 
pharmaceutical market. Companies have freedom of pricing for 
new products at launch. Companies receive an allowance to 
support research and development costs. The Government has 
agreed jointly with the ABPI, to analyse the factors that influence 


the dynamics of medicines supply. 


BEES 


in the Health Act 1999” to ensure that there is full compliance 


The new PPRS has been given statutory underpinning 


with the new agreement. The Health Act’ includes statutory 
powers for the introduction of a statutory scheme for companies 
that do not comply with the voluntary scheme, or elect not to take 
part in it. It also includes statutory powers for the imposition of 
penalties on those companies that do not abide by the terms of 


either the voluntary or the statutory scheme. 


Generic Medicines 


11.26 
PPRS. During the course of 1999 there was turbulence in the 


Generic (off-patent) medicines do not fall under the 


market for the supply of generics to the NHS and the overall price 
of such drugs rose sharply. The Department took a range of action 


in response: 


@ The criteria for entry to Category D of the Drug Tariff was 
tightened; 


@ Work was undertaken with the Prescription Pricing Authority 
to put in place measures to tackle the impact on its operations 
of turbulence in the generics market; 


e Additional funding of £90 million was announced to help 


Health Authorities to meet the cost of generics price increases 
in 1999-2000; and, 


e A Fundamental Review of the generics medicines market was 
commissioned to examine whether the current arrangements 


best serve the NHS and to consider alternatives. 


The Department also asked the Office of Fair Trading to 
investigate the market for evidence of possible anti-competitive 
practice. 
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CENTRAL HEALTH AND MISCELLANEOUS 
SERVICES 


Central Health and Miscellaneous Services Resources 


E127 
includes: 


The Central Health and Miscellaneous Services budget 


e The Welfare Food Scheme; 


e EEC medical costs for treatment given to United Kingdom 
nationals by other member states. This continues to grow as a 
result of both increases in the number of people treated and the 


treatment costs in member states; 


e Expenditure on medical, scientific and technical services, 
virtually all of which is for the Public Health Laboratory Service 
Board, the National Biological Standards Board, the 
Microbiological Research Authority and the National 
Radiological Protection Board; (See also Annex G) 


@ Grants to voluntary organisations, mainly at a national level, 


across the spectrum of health and social services activity; and, 


e Expenditure on information services, almost half of which was 


for the Health Education Authority. 


11.28 Figure 11.14 provides details of gross expenditure on 
Central Health and Miscellaneous Services for 2000-01 


Figure 11.14: Central Health and Miscellaneous 
Services gross expenditure, 2000-01 (main estimate) 


Policy Research Programme £34m 


Grants to Voluntary 


Organisations £48m 
ganisatio Medical, Scientific 


and Technical 
Services 


Other Services £182m 


£29m 


Information —— 
Services £88m 


res: EEA 


Medical costs 


Welfare Foods £128m £166m 


Total £676 million 


Total may not sum due to rounding. 


PERSONAL SOCIAL SERVICES 


Personal Social Services Revenue Provision 
11.29 For 2000-01, the Government has confirmed the 


provisional social services grant and Standard Spending Assessment 
figures announced last year as part of the Comprehensive 
Spending Review. This will mean that £9,304 million is available 
to be spent on social services, an overall increase of 5.6 per cent. 
The vast majority of these resources will be distributed to 
authorities through the Revenue Support Grant, while the 
remainder will be distributed through specific and special grants. 


Figure 11.15 below sets out the revenue resources available for 
social services in 2000-01. 


Figure 11.15: Personal Social Services Revenue 
Provision, 2000-01 


a 
ba £ million 
Total PSS Provision 9,304.2 
of which: 
Standard Spending Assessments 8,693.4 
Special Grants, Total 416.0 
of which: 
Promoting Independence: Partnership Grant 216.0 
Promoting Independence: Prevention Grant 30.0 
Promoting Independence: Carers Grant 50.0 
Children's Services Grant 120.0 
Specific Grants, total 194.8 
of which: 
Mental Health Grant 129.5 
Training Support Programme 42.5 
AIDS Support Grant 16.0 
Drug and Alcohol Misusers Grant 6.8 


11.30 


social services by means of credit approvals (permission to 


The Government provides capital resources for personal 


borrow) and a specific grant for secure accommodation for young 
people. Credit approvals may be either used for any local 
authority service (basic credit approvals — BCAs), or are targeted 
on particular services or projects (supplementary credit 


approvals — SCAs). 
11331 


receipts from the sale of capital assets on capital projects. Capital 


Local authorities may also use revenue and certain 


receipts can be spent on any local priority, including personal social 
services. 


11.32 For 2000-01 the BCAs for personal social services will 
be £37 million. Annual capital guidelines (ACGs) of £44 million 
will be distributed to local authorities for personal social services 
(ACGs comprise BCAs plus receipts taken into account). SCAs 
will be available for services for mentally ill people (£15.6 
million) and for people with AIDS/HIV (£3.1 million). A £6.2 
million capital grant will be available for the provision of 


additional secure accommodation for children. 


How the Resources are Used 
1133 


specific and special grants, local authorities are free to choose how 


Apart from the relatively small element funded by 


much to spend on social services, what services they provide, and 
how to allocate resources between services. The figures below show 
the actual expenditure by local authorities on personal social 
services in 1997-98. Figure 11.16 shows gross expenditure by 
client group in 1997-98. Figure 11.17 displays the breakdown by 


type of provision. 


11.34 In 1997-98, gross expenditure in England on personal 
social services was just under £10 billion. Local Authorities’ 


expenditure on services for older people and children accounted 
for nearly three-quarters of this spend. The largest items of 
expenditure were for residential care (48 per cent) and day care (38 
per cent). Within spending on residential care, most was spent on 
residential and nursing home care provided by the independent 
sector. Just under half of all expenditure on day care services 


involved spending on home care and day centres. 


Figure 11.16: Local Authority Personal Social Services 
gross expenditure by client group, 1997-98 


= HQ Costs (£128m) 1.3% 


Mentally Ill (£515m) 5.2% 
Adults 


(£850m) 8.5% \ 


Learning 

Disabled 

(£1,324m) Elderly 

13.3% (£4,911m) 
49.2% 


Children _* 


(£2,256m) 22.6% 


Total £9,984 million 


Figure 11.17: Local Authority Personal Social Services 
gross expenditure by type of service, 1997-98 


HQ Costs and Other 
| (£235m) 2.4% 


Purchasing 
(£1,199m) 12.0% 


Residential 
Care (£4,796m) 
48% 


Day Care _I* 


(£3,754m) 37.6% 


Total £9,984 million 
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NHS Hospital Activity Trends 


2a) Figure 12.1 gives details of hospital activity levels for 
each of the main sectors. Key points are that: 


® Between 1988-89 and 1998-99, the number of finished 


4 2 Act i V i ty consultant episodes for all specialties grew by an average 1.6 per 
2 ’ 


cent per year; and, 


perfo rm an ce and e Within this increase there is a continuing shift towards 


treating patients on a day care basis. The number of day cases 


effi Cl en cy more than trebled between 1988-89 and 1998-99, from 1.0 


million to 3.4 million. This is an average increase of 13 per cent 
each year. 


Figure 12.1: Hospital Activity Trends, 1988-89 to 1998-99 


1988-89 1994-95 1995-96 1996-97 1997-98 1997-98 1998-99 % change 


(4) (1) 1) a) (1) Q) (2) (2) 
1997-98 
to 1998-99 
Ordinary admissions ° (thousands) 
General and acute “ 5,572 6,211 6,340 6,395 6,514 6,969 7,030 0.9% 
Geriatrics 412 548 55S 545 524 539 542 0.7% 
Maternity © San 974 1,053 1,108 1,096 788 815 3.5% 
All specialties ‘© Fp ie ia" 8,066 8,263 8,369 8,459 8,478 8,563 1.0% 
Day cases (thousands) 
General and acute “ 1,005 2,439 2,741 2,869 3,036 3,010 3377 12.2% 
All specialties 1,016 2,474 2,774 2,907 3,071 3,066 3,421 11.6% 
All finished consultant episodes (thousands) 
General and acute “ 6,577 8,650 9,081 9,264 9,549 §:979 5 10;407 4.3% 
All specialties 8,352 10,540 11,037 i Ty Par ia 171,530 11,544 11,984 3.8% 
New outpatients (first attendances) (thousands) 
General and acute 7,543 2515 10,128 10,415 10,643 10,919 2.6% 
Geriatrics 58 94 101 110 107 108 0.7% 
Maternity ® 650 588 585 588 590 565 4.2% 
Mental Health 192 257 271 285 290 287 0.9% 
Learning disabilities 3 5 5 6 6 6 3.5% 
All specialties “© 8,389 10,363 10,989 11,294 11,529 11,778 2.2% 
New A&EeE (first attenders) (thousands) 10,984 11,943 12,462 12,484 12,794 12,811 0.1% 
Ward attenders ” 853 980 1,013 1,026 1,034 1,068 3.3% 
Average length of episode (ordinary admissions) (days) 
General and acute “) 6.7 6.5 6.3 6.0 59 
Geriatrics 19.8 19:2 18.9 18.1 17.4 


1 Consultant episode data from the Department of Health return KP70. 

2 Consultant episode data for 1997-98 and 1998-99 data are derived from ungrossed Hospital Episode Statistics. From 1998-99 HES data are used to 
report hospital inpatient activity levels, because HES data are now more timely and more accurate. HES based data for 1997-98 differ from KP70 data 
because HES data consisently report activity according to the speciality of the consultant involved. Some trusts report KP70 data for some specialties 


according to the specialty of treatment. 

3 The method of data collection for well babies was revised in 1995-95. 

4 General and acute is the sum of geriatric and acute. 

5 The maternity sector includes delivery episodes and birth episodes not resulting in well babies. 

6 Well babies are included. 

7 From April 1992 patients seen by medical staff on a ward are recorded as outpatients rather than ward attenders. 


8 Obstetrics and GP Maternity outpatient attendances. 
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Community Health and Services Activity 


12.2. Statistics on community health and services from 
the professions allied to medicine over the period 1989-90 to 
1998-99 are shown in Figure 12.2. Following a decline in the late 
1980s, activity has increased in most areas of community and 


cross-sector activity. 


Figure 12.2: Community Health and Cross-Sector Activity Statistics 


Thousands 

Number of episodes“ 1989-90 1990-91 1991-92 1992-93 1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 
Health visiting 3,900 3,600 3,700 3,700 3,700 3,700 3,700 3,700 3,600 3,600 
Community nursing services (total) 2,800 2,600 2,700 2,800 2,800 2,900 3,000 3,000 2,900 3,000 
District nursing 2,300 2,100 2,200 2,200 2,200 2,300 2,300 2,300 2,200 2,300 
Community psychiatric nursing 240 250 270 300 340 360 380 380 370 360 
Community learning disability nursing 21 oa 21 21 22 23 24 26 26 29 
Specialist care nursing 200 190 220 270 270 250% 280 280 310 300 
Chiropody services 920 910 940 970 1,010 980 950 980 940 900 
Clinical psychology 150 140 150 160 170 180 190 200 200 190 
Occupational therapy 750 740 840 880 940 1,020 1,100 T4130 1,150 1,160 
Physiotherapy 3,200 3,200 3,300 3,400 3,500 3,900 4,100 4,100 4,100 4,200 
Speech & language therapy 230 240 250 270 290 300 300 320 330 330 
Community dental services n/a® 1155 1,186 1,214 1,156 1,156 1,103 1,086 n/a® n/a® 


1 Number of new episodes commenced in the year except health visiting (number of different persons seen at least once in a year) and community dental 
services (number of episodes of care completed this year). 


2 Estimated national totals based on those NHS trusts supplying data. 

3 The range of staff groups included under specialist care nursing changed in 1994-95. 
4 Includes a small number of discontinued episodes of care. 

5 Not collected on a comparable basis. 
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General Medical Services (GMS) 


12.3 Figure 12.3 provides key information about current 


General Medical Services. 


Figure 12.3: Key Statistics on General Medical Services (GMS) 


Staffing 

Number of General Medical Practitioners ‘” 
Number of GP Practice Staff (WTE) ‘” 
Number of practice nurses“ ® (included in 
practice staff) 

Organisation 

Number of practices ‘” 

Average list size at 1 October each year“ °) 


Consultations 
Total number of consultations (millions) @ © © 
Total number of consultations per GMP “ ©) © 


Expenditure 

Total General Medical Service (£m) ” 
Discretionary ® ©) 

Non-discretionary 

Total 


Total Personal Medical Services (£m) 
Total General Medical Services per GMP (£ cash) 


Total General Medical Services per GMP at real terms 
1998-99 prices (£) 


Discretionary expenditure per GMP (£ cash) 


Discretionary expenditure per GMP at real terms 
1998-99 prices (£) 


Real terms expenditure per consultation 
(1998-99 prices) (£) 


1998-99 1994-95 1995-96 


25,322 
33,074 


n/a 
55,367 


61,070 
0 


0 


6.5 


26,567 
51,833 


9,099 


9,100 
1,900 


265 
10,000 


698 
1,902 
2,600 


n/a 
97 866 


106,419 
26,273 


28,569 


10.7 


26,702 
59) 255: 


9,745 


9,062 
1,887 


265 
9,920 


747 
1,965 
2 Ae 


n/a 
101,565 


107,314 
Pe Me has 


29,559 


10.8 


1996-97 1997-98 1998-99 


26,055 27 009 = m7 02 
59,318 60,579 61,331 


9,821 10,082 10,358 


8,999 9,003 8,994 
1,885 1,878 1,866 


270 ss 251 
10,100 = 9,150 
800 835 878 


2,073 2,198 2,243 
2,858 3,033 3,121 


n/a n/a 38 
106,423 111,923 113,938 


109,084 118,862 121,003 
29,231 30,813 32,053 


29,962 32,723 34,201 


10.9 n/a n/a 


% Change 
1988-89 
to 1998-99 


100.8% 
106.4% 


111.5% 


104.8% 
108.3% 


n/a 
107.5% 


107.1% 
n/a 


n/a 


n/a 


% Change 
1997-98 
to 1998-99 


1.1% 
1.2% 


2.7% 


-0.1% 
-0.6% 


n/a 
n/a 


5.1% 
2.0% 
2.9% 


n/a 
1.8% 


1.8% 
4.0% 


4.5% 


n/a 


1 Source: GMS census 1 October. Data refers to unrestricted principals & equivalents (Unrestricted Principals, PMS Contracted and PMS Salaried GPs). 
2 Decrease in GP practice staff whole-time equivalents (WTE) in 1994-95 due to under-reporting, primarily by GP fundholders. 
3 Average list size is calculated per doctor (i.e. excluding Assistants, London Initiative Zone Assistants and Associates, whether full, three-quarter, 


half-time or job share. 
4 Source: General Household Survey. 


5 Data for 1988-1996 is final, data for 1997 is unavailable as there was no General Household Survey that year, 1998 data is provisional. 
6 Consultations data is 3 year moving average except 1988-89 and 1996-97 where only two years’ data was available. A moving average has not been 


used for 1998-99. 


7 All cash information taken from Appropriation Accounts. 


8 Discretionary expenditure commenced 1990-91. 


9 GP fundholding IT costs are exluded from GMS discretionary. 
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General Dental Services 


Recent Trends 


12.4 The volume of general dental service dentistry, allowing period, largely because of the reduction in the registration 


for temporary factors, is estimated to have increased by around one PSF iod to 15 months unless a patient re-attends within that period. 


per cent in 1998-99. The number of examinations had continued ‘There were over 26 million courses of treatment for adults in 


to rise since the end of 1995 and the number of advanced 1998-99, four per cent more than in 1997-98. The average gross 
treatments, which was falling until 1997 is now stable. The — cost of adult courses of treatment remained the same in real terms 


number of general dental practitioners continues to increase, up after an earlier decline reflecting a downward trend in the 
by a further three per cent during the year to September 1998. The — amount of complex or advanced treatments. Key activity measures 


number of children and adults registered dropped over the same _ are set out in Figure 12.4. 
Figure 12.4: Family Health Services — key statistics on general dental services 


1998-89 1994-95 1995-96 1996-97 1997-98 1998-99  %Change  % Change 


1988-89 1997-98 
General Dental Services “ to 1998-99 to 1998-99 
Number of general dental practitioners 15,070 15,885 15,951 16,336 16,728 17,245 14 3 
Adult courses of treatment (thousands) 24,027. 24.913" 24,752 247580) 25,268) Zo; 9 4 
Adults registered into continuing care °:” n/a 21,050 19,994 19,524 19,383 16,721 n/a -14 
Children registered into capitation (thousands) °:” n/a 7,367 7,292 7,270 7,367 6,775 n/a -8 
Average gross cost of an adult course of treatment 
(1998-99 prices) (£) © 47 42 4 40 38 38 ~19 0 


1 General Dental Services are the care and treatment provided by independent high street dentists who provide services under arrangements made 
with HAs. 


2 Principals, assistants and vocational trainees at 30 September. 

3 Number of patients registered as at 30 September. Registrations only began with the introduction of the new dental contract from 1 October 1990. 
From September 1996, new registrations have a 15 month period, affecting registration numbers from December 1997 onwards. 

4 Since May 1994 the Dental Practice Board has improved procedures for eliminating duplicate registrations. This may have produced a downward 
pressure on the levels of registration after this period. 

5 From 1994-95 onwards, costs are based on item of service fees and adult continuing care payments. For 1988-89, the cost covers item of service 
fees only. 
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General Ophthalmic Services 


12.5. Asa result of the Government’ extension of eligibility 12.6 Key activity measures are set out in Figure 12.5. Over 
of free, NHS sight tests to everyone age 60 and over from April __ the period 1990-91 and 1998-99, there were rises of 68.3 per cent 
1999, some 50,000 more people are receiving NHS sight tests each in the number of sight tests and 55.4 per cent in the number of 
week at a cost of over £40 million a year. Older people are most —_ vouchers issued. 

vulnerable to eye disease and early diagnosis of sight-threatening 


conditions like glaucoma may be critical to preventing sight loss. 
Figure 12.5: Family Health Services — key statistics on general ophthalmic services 


1990-91 1994-95 1995-96 1996-97 1997-98 1998-99 % Change 


1990-91 
General Ophthalmic Services to 1998-99 — to. 1998-99 © 
NHS sight tests (thousands) ‘” 4,154 6,383 6,512 6,808 6,991 6,990 68.3 0.0 
Optical vouchers (thousands) 2,432 3,741 3,815 3,967 3,935 3,780 55.4 -3.9 
Number of opticians ° 6,431 6,622 6,778 6,939 7,091 7,305 13.6 3.0 


1 On1 April 1989, NHS sight tests were restricted to certain priority groups. Because of this, comparisons with years before 1990-91 are potentially 
misleading. Figures show the number of sight tests paid for by FHSAs/HAs in the year. 


2 The voucher scheme was introduced on 1 July 1986 to help certain priority groups with the provision of spectacles. Figures show the number of 
vouchers reimbursed to practitioners in the year, including payments for complex appliances. 


3 Optometrists and Ophthalmic Medical Practitioners at 31 December. 
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Performance 


NHS Performance Assessment Framework 


2.7 The NHS Performance Assessment Framework 2” was 
published in April 1999. The Framework provides a broad basis 
for the NHS to plan and assess its work. It aims to move away 
from a focus on finance and efficiency alone to a more balanced 
assessment of performance across its six areas. The six areas covered 


are: 
© Health improvement; 

@ Fair access; 

® Effective delivery of appropriate health care; 
© Efficiency; 

® Patient and carer experience; and, 

®@ Health outcomes of NHS care. 


12.8 


level performance indicators. Work is continuing in the 


The Framework is supported by an initial set of 41 high- 


Department to implement the use of the Performance Framework 
in planning and managing services. It is also used for accountability 
purposes within the NHS and in developing, implementing and 
evaluating departmental policies. The existing high-level 
performance indicators continue to be refined as new ones are 
being developed. Further information on high-level performance 


indicators will be issued during the summer of 2000. 


Management Costs 
12.9 


years, £1 billion that would have otherwise been spent on 


The Government has taken action to ensure that over 5 


bureaucracy will be freed up for patient care. Savings have been 
achieved through reductions in Health Authority costs and 
NHS Trust management costs, as well as through savings in GP 
fundholder management allowances. Further savings are being 
achieved through targeting reductions in those NHS Trusts with 
proportionally higher management costs, and NHS Trusts 
undergoing mergers. GP fundholder management allowances have 
been re-deployed to support the running costs of Primary Care 
Groups. Savings are also being sought through pooling and sharing 
of services locally. Over the two years from 1997-98 to 1998-99 
£292 million that would otherwise have gone on bureaucracy has 
been freed up for patient care. By April 2000 total savings are 
expected to reach almost £0.5 billion. 


Health Authorities 


12.10 Health Authorities’ planned costs for 1999-2000 are 
£538 million. Health Authorities’ planned costs in 1997-98 were 
recalculated following revisions to cost definitions in 1998-99 to 
provide a more accurate baseline on which to set targets and to 
present a time series for demonstrating progress. Figure 12.6 shows 
the changes in Health Authorities costs between 1996-97 to 1999- 
2000 including both the original and recalculated plan for 
1997-98. 


Figure 12.6: Health Authority Costs, plan-on-plan in 
real terms, 1996-97 to 1999-2000 


£ million at 1998-99 prices 
700 


600 
500 
400 


300 


1996-97 1997-98 1997-98 
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Years 


=" 


ps dab for 1996-97 to 1998-99 include the Practice Fund Managers 
Allowance that related to the former General Practioner Fundholding Scheme 


2 Figure for 1999-00 includes the cost of Primary Care Groups 


jE 3 


on Health Authority costs are targeted at supporting improvements 


The focus is now on ensuring that current expenditure 


in health and healthcare, by supporting those Health Authorities 
currently under-investing in functions critical to the delivery of the 
Government's objectives. This is being achieved through 
maintaining firm further downward pressure on high cost Health 


Authorities. 


NHS Trusts 
12.12 NHS Trusts’ planned costs for 1999-2000 are £1,273 


million. Planned costs in 1997-98 were recalculated following 
revisions to NHS ‘Trust management costs definitions in 1998-99 
to provide a more accurate baseline on which to set targets and to 
present a time series for demonstrating progress. Figure 12.7 shows 
the changes in NHS trust management costs between 1996-97 and 
1999-2000 including both the original and recalculated plan for 
1997-98. 


Figure 12.7: NHS Trust Management Costs, plan-on- 
plan in real terms, 1996-97 to 1999-2000 
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Financial Performance of Health Authorities 
12.13. In 1999-2000 there were 99 Health Authorities 


responsible for assessing the health needs of their local population 
and commissioning health services in line with national and locally 
agreed priorities. Services are commissioned from NHS Trusts and 


other providers of healthcare. 


12.14 Health Authorities were responsible for spending over 
£28 billion on patient care in 1998-99 (the comparable figure for 
1997-98 being £26.4 billion). In doing so they were expected to 
manage their resources and live within the cash limited allocation 


made available to them. 


12.15 Health Authorities receive their income almost entirely 


from the Department of Health. 


12.16 The overall financial performance of Health Authorities 
in 1998-99 was sound and showed an improvement over the 
previous year. This is reflected in the reported results of Health 
Authorities which show for 1998-99 an overall income and 
expenditure surplus, on an accruals basis, of £18 million. This 
compares with a deficit of £8 million in 1997-98, £238 million in 
1996-97. All Authorities managed to remain within their cash 
limit, although in some cases this was only achieved by utilising 
brought forward resources. A number of Health Authorities 
reported recurrent (i.e. underlying) financial difficulties, which will 


only be eliminated over a period of years. 


12.17. The NHS Executive has made it clear that Health 
Authorities should balance their finances in-year and not put off 
tackling financial problems — but this should not be at the expense 
of proper service provision. The NHS Executive assesses the 
financial performance of Health Authorities on a regular basis as 


part of its performance management role. 


Financial Performance of Trusts. 


12.18 There were 374 operational NHS Trusts in 1999- 
2000 responsible for the provision of health care. They receive 
most of their income from commissioners of health care (mainly 
Health Authorities). NHS Trusts aim to deliver improved health 
care outcomes with increasing efficiency and effectiveness within 


the resources available to the health service. 
12.19 There were 402 operational NHS Trusts in 1998-99. 
12.20 NHS Trusts have three main financial duties: 


e To break-even on an income and expenditure basis: This is 
known as the break-even duty and Trusts normally plan to meet 
this duty by achieving a balanced position on their income and 
expenditure account each and every year. The interpretation of 
the statutory financial duty for NHS Trusts to break-even was 
clarified in 1997-98. This recognises that although NHS Trusts 
are expected to achieve a balanced position on their income and 
expenditure account each year, there may be reasons for 
NHS Trusts to report deficits in one year which may be offset 
by surpluses achieved in another year(s). This is particularly 
relevant to situations where NHS Trusts must recognise costs 


in advance of cash outlay, for example for clinical negligence or 
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pension costs, and when managing the recovery of an NHS 
Trust with serious financial difficulties. A run of three years may 
be used to test the break-even duty, but in exceptional cases the 
NHS Executive may agree to a five year time-scale. The break- 
even duty is the prime financial duty for NHS Trusts; 


© To absorb the cost of capital at a rate of six per cent of average 
relevant net assets: The Capital Cost Absorption duty replaces 
the return on assets duty from 1998-99. This is the first year of 
calculation. Prior to 1998-99 NHS Trusts had a duty to make 


a Six per cent annual return On average relevant net assets; and, 


e To meet, or come within agreed limits of flexibility, the 


external financing limit set by the NHS Executive. 


12.21. In total, NHS Trusts reported a deficit for 1998-99, on 
an accruals basis, of £36 million. This is a significant improvement 
on 1997-98 when the total deficit was £104 million and 1996-97 


when the comparable deficit was £221 million. 


12.22 As this is the second year of the rolling three (or possibly 
five) year period referred to in the previous paragraph, assessing 
NHS Trusts’ 1998-99 financial performance against the break-even 


duty will need to wait for a three-year comparison. 


12.23 Analysis of the 1998-99 results show that the number of 
NHS Trusts meeting their financial targets has improved since 
1997-98. 


12.24 A number of the income and expenditure deficits and 
failures to make six per cent can be attributed to the accounting 
treatment of items, such as, clinical negligence and early 
retirements which were not caused by poor financial management. 
Reasons for NHS Trusts failing their financial duties were similar 
to those reported in 1997-98 and included one or more of: 


e Shortfall of planned income due to optimistic planning 
assumptions, increased emergency admissions restricting the 
performance of full cost elective surgery, and difficulties in 


discharging elderly patients; 


e Planned savings under cost improvement programmes not 
achieved owing to over-ambitious plans, unforeseen cost 


pressures or inadequate management action; 


@ Over performance on service agreements with commissioners 


not agreeing or not able to fund the extra activity undertaken; 


© Cost pressures due to drug costs, combined therapies and/or 


utilisation of bank or agency staff; 


e Financial problems in Health Authorities leading to Trusts being 
unable to agree prices sufficient to cover their costs plus a six 


per cent rate of return; and, 


@ Recovery plans involving redundancies in the first year to 


produce recurrent savings in subsequent years. 


12.25 Similar to the approach taken with Health Authorities, 
the NHS Executive has made it clear that NHS Trusts should 
balance their finances in-year and not put off tackling financial 
problems, but again this should not be at the expense of proper 


service provision. The NHS Executive assesses the financial 
performance of NHS Trusts on a regular basis as part of its 


performance management role. 


Payment of Bills by NHS Trusts 
12.26 


Government Accounting Regulations and the CBI Prompt 


All NHS Trusts are expected to conform with 


Payers Code. NHS Trusts should pay external suppliers within 30 
days of receipt of goods, or a valid invoice, whichever is the later, 


unless covered by other agreed payment terms. 


oe2/ 


has been monitored, and a large number of NHS Trusts are 


Performance has improved considerably since compliance 


prompt payers, but further improvement is still required before the 
current target of 95 per cent is attained. The national average is just 
over 81 per cent of bills paid on time and the NHS Executive 
continues to target poor performing NHS Trusts, working with 
supplier organisations and promoting the British Standard on 


achieving good payment performance. 


Fraud and Corruption 
12.28 


fraud and corruption in the NHS to an absolute minimum within 


The Government is committed to reducing losses to 


10 years. The strategic document Countering Fraud in the 
NHS“??) sets out in detail the aims and objectives of the 
Department’s new Directorate of Counter Fraud Services (DCFS). 
Resources currently lost to fraud will be released for provision of 


better patient care and services. 


fee 


is underway and will provide the first ever robust estimates of losses 


The DCFS programme of fraud measurement exercises 


to fraud in all areas of NHS spending. The new Risk Measurement 
Team has developed an innovative and rigorous measurement 
methodology. The first two measurement exercises on patient 
prescription charge fraud have been completed. They showed that 
since the introduction of the Counter Fraud Strategy, estimated 
losses in this area have already been reduced by at least £36 million 
or around 40 per cent. On contractor prescription fraud, results 
of the baseline measurement exercise in pharmaceutical services are 
due early in 2000-01. Progress against the target of prevention of 
£9 million of this type of fraud will be tracked by repeated 
measurement exercises. Progress against the target of recovery of 
£6 million in this area will be monitored by the new 
Pharmaceutical Fraud Team and associated reporting systems, 
which will be in place for 2000-01. 


12.30 


DCFS’s objectives, involving work in the following generic 


Much progress has been made towards achievement of 


areas: 
© Creation of an anti-fraud culture so that fraud is not tolerated; 


® Maximum deterrence through the totality of counter fraud 


measures; 
® Preventative measures so that if fraud is attempted it will fail; 


© Effective processes to detect fraud; 


For example, in December 1999 a man presented a 
prescription for large quantities of unusual items totalling 
£750. The pharmacist became suspicious and called the police. 
Following investigation, the man was found to have blank 
prescription forms and to have forged the doctor’s signature, 
with the intention of selling drugs overseas. Having been 
arrested and charged, he was later convicted of forgery 
and deception. The pharmacist received a reward of 
approximately £40. 


© Publication of Countering Fraud in the NHS: the Professional and 
Ethical Approach’??, which sets out the Department’s 
commitment to a standard of excellence for Counter Fraud 
Specialists, and a programme of progressive study for 


investigative staff; 


e Use of appropriate legal action and sanctions. Te Health Act 
1999°°” introduced a new penalty charge for patient evasion 
of NHS charges, a new summary criminal offence for repeated 
patient fraud, and new powers for NHS Tribunal to disqualify 


fraudulent professionals; and, 


@ Redress sought in respect of money lost through fraud. A key 
element has been introduced for every investigation — a 
financial analysis allowing improved recovery of funds obtained 
through fraud. Further guidance on seeking redress will be 
included in the new NHS Executive Fraud and Corruption 
Manual issued to all Local Counter Fraud Specialists upon 


completion of their professional, accredited training. 


NHS Supplies 


Wholesaling 


Me) 
RESUS IT system into all 12 depots and customers served by it. 


NHS Supplies successfully completed the roll-out of the 


This completed a major two year implementation programme. It 
is probably one of the largest on-line transactional IT systems in 
the NHS. There were 38 different IT systems in 1991, so moving 


to one system has been a difficult task. 


12.32 The prices of the national catalogue range have been 
successfully held below the rate of inflation throughout 1999-2000. 
Indeed, NHS Supplies have achieved a deflation figure of 0.8 per 


cent whilst extending the national range to over 6000 products. 


Purchasing 


12733 
efficiency and effectiveness of the NHS through local and 


We are looking to achieve improvements in the overall 


national purchasing and supply arrangements and through a 
national, integrated supply chain. Supply issues are being moved 
up the management agenda with the identification of a board 
member at each NHS Trust to take responsibility for procurement. 
NHS Supplies have been working with NHS Trusts to develop 
their supply strategies, which include targets for more efficient 
procurement. From 1 April 2000, the NHS Purchasing and Supply 
Agency will continue this work and advise NHS Trusts on best 
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practice to help them reach their supply targets. It will also work 
with the NHS Executive Regional Offices in discharging their 
function of monitoring and performance management of 
individual NHS bodies. NHS Supplies’ Customer Service staff 
have been transferred to the NHS Trusts where they are based, thus 
giving those Trusts a dedicated local source of expertise on supply 


matters. 


12.34 
communications including the electronic placement of contract 


Work continues on developing e-commerce and e- 


information in OJEC, electronic tendering, website tendering and 


information websites for customers and suppliers. 


12.35 The take up of the NHS Purchasing Card by trusts has 
been increasing year on year. At the end of December 1999, 52 
NHS Trusts were using a total of 894 cards. In 1999 a total of 
26,701 transactions were made amounting to £2.65 million. It is 
intended that by March 2001, 75 (25 per cent) NHS Trusts will 
be making between 30,000 and 50,000 transactions a year 


amounting to between £3 million and £6 million. 


bees e 


automated purchasing and procurement system managed by IBM 


NHS Supplies continues to pilot SuwpplyStream, the 


Global Services. SupplyStream provides desktop access to paperless 
electronic requisitioning and purchasing integrated with existing 
finance systems for improved management information and 
control. This reduces administration time and gives procurement 
professionals the ability to focus their efforts on other activities, 
such as the negotiation of new and improved contracts. Cost 
savings can be realised through these new contracts as well as 
through supplier rationalisation and the ability of trusts to 
benefit from the amalgamated spend of a nationwide system. NHS 
Supplies also continues to work with the Centre for Research in 
Strategic Purchasing and Supply at the University of Bath to 


provide academic input to supply issues. 


12.37 
the NHS Purchasing and Supply Agency. 


See also paragraph 13.9 and Annex F for information on 


Efficiency 


NHS Efficiency 
12.38 The new NHS 1999 Reference Costs’, issued in 


January 2000, costed treatments in the general medical specialties 
as well as surgical procedures, extending their coverage to 58 per 
cent of acute activity (compared with 30 per cent in 1998). A 
broader based measure was still needed against which to set unit 
cost targets for individual trusts. Once again, therefore, the 
Reference Costs Index has been extended, using finance and 
activity data from trust returns, to cover some 69 per cent of total 
hospital expenditure. The measure has also been refined, in the 
light of experience, to take account of cost drivers impacting upon 
trust unit costs which are outside the control of managers and 
clinicians within the target year. This allowed the setting of targets 
which, though demanding, are achievable. Improvements in trust 
unit costs will make the major contribution to the 3 per cent 


efficiency and value for money gains promised in the Public Service 
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Agreement for the NHS. (See also Chapter 2.) The NHS will also 
deliver efficiency and value for money improvements through a 
range of actions including improving procurement practice and 


exploring the scope for sharing services across organisations. 


[22 


whole system efficiency, which take into account the quality and 


Work has also continued to develop broader measures of 


outcomes of NHS treatment and care. 


HCHS Cost Weighted Activity Index 


12.40 
Services (HCHS) efficiency can be estimated by comparing the rate 


Improvements in Hospital and Community Health 


of increase in both activity and resource inputs (expenditure). A 
faster increase in activity than in expenditure, after allowing for 


changes in input costs, constitutes an efficiency gain. 


12.41 
been increased by some 32 per cent in the 10 year period between 
1987-88 and 1997-98. Over the same period, HCHS expenditure, 


expressed in volume terms (i.e. the cash increase given to the NHS 


Figure 12.9 shows the overall activity levels which have 


after allowing for inflation specific to the NHS), increased at about 
half this rate (19 per cent). The difference between the two 
measures reflects the increase in efficiency within the HCHS over 


the past ten years, in this case 11 per cent. 


12.42 


inflation) increased by some 34 per cent over the ten year period 


Expenditure in real terms (i.e. after allowing for GDP 


from 1987-88. This is of the same order as the rise in overall 
HCHS activity (32 per cent). It follows that HCHS unit costs have 
kept pace with output unit costs in the economy as a whole, of 
which the GDP is a measure. 


Figure 12.9: HCHS Cost Weighted Activity Index 


Cost Weighted Activity Data (Index 1987-88 = 100) 
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Unit Costs 
12.43 


fall in real terms in the last ten years as efficiency improvements 


Overall unit costs in the hospital sector have tended to 


have been made. However, the position varies depending upon the 
category of care being delivered. Figure 12.10 shows how unit 
costs have moved in real terms across the five major categories of 
hospital inpatient care. In summary: 


e Inpatient care for acute, geriatric and maternity patients show 
stable or falling unit costs as reductions in the length of stay, a 
shift towards day cases and other efficiency gains have been 


made; and, 


@ The costs of treating learning disabilities and mental illness 
patients in hospital have risen. This is as a result of a move to 
treatment in community based settings. The movement of 
patients into the community has meant that those who 
remain in hospitals require a more intensive level of care — 


increasing the average Cost per patient. 


Figure 12.10: Average Unit Costs by Category of Care 1987-88 to 1997-98 
(Index 1987-88 = 100) 
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Children's Services Activity 


12.44 Figure 12.11 gives a summary of Personal Social 


Services for children and families 


Figure 12.11: Children Receiving Personal Social Services — a summary 


Peas 
_ 


1994-95 1995-96 

Children looked after by local authorities at 31 March 49,500 50,500 
% aged under 10 37% 39% 
% in foster care 65% 65% 
% in children's homes 14% 13% 
% with three or more placements during year 20% 21% 
Registrations to child protection register during year 30,400 28,300 
% whose reason was sexual abuse 24% 22% 
% that were re-registrations 16% 18% 
All adoptions during year 5,500 5,400 
2,000 1,900 


adopted from care 


12.45 Key points are that: 


@ The number of children looked after by councils has been 
increasing. This followed a long-term decline which came to 
an end in 1994, when 49,300 children were looked after at 
31 March; 


1996-97 


51,100 
40% 
65% 
12% 
20% 

29,200 
21% 
19% 

4,600 
1,900 


Numbers and percentages 


1997-98 


53,300 
42% 
66% 
12% 
20% 

30,000 
20% 
19% 

4,000 
2,100 


register has been relatively stable; and, 


1998-99 


55,300 
43% 
65% 
11% 
19% 

30,100 
19% 
15% 

n/a 
2,200 


e An increasing proportion of children looked after are under 10; 


e The number of children placed on the child protection 


@ The number of children adopted from care has been increasing 


recently, despite a fall in the overall number of adoptions. 
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Adults Services Activity 
12.46 


Services provided to adults. Adults services includes all services 


Figure 12.12 gives a summary of Personal Social 
provided to individuals of 18 or over. The users range from those 
who have just reached adulthood to the most elderly in the 
population. 


Figure 12.12: Summary of Personal Social Service provided to adults 


Numbers percentages and rates 


1993-94 1994-95 1995-96 1996-97 1997-98 1998-99 
All adults aged 18 or over 
Households receiving home care 514,600 538,900 512,400 491,100 479,100 447,200 
of which, % receiving intensive home care ‘” 12% 15% 21% 25% 28% 31% 
People supported in residential care tue este: 137,480 153,164 V/O\277 176,534 181,220 
People supported in nursing care 25,154 43,238 57,246 66,058 72,904 73,467 
People aged 18-64 
with physical/sensory disabilities 
helped to live at home per 1000 pop ” # # # poe 23 2.0 
an supported in residential care 6,307 7,060 6,661 EAL 5,908 5,909 
3 supported in nursing care 1,450 2,278 2,683 3,181 2,826 3,185 
3 with mental health problems 
E iy helped to live at home per 1000 pop ” # F # Ad 1.2 1.2 
£ = supported in residential care 4164 5,214 6,520 6,838 7,912 8,704 
a= supported in nursing care 268 601 850 UNIT 1,365 1,504 
F with learning disabilities 
= helped to live at home per 1000 pop ” fi 4 i re oe 23 
< supported in residential care 17,459 20,294 22,169 24,761 25,102 26,866 
supported in nursing care 189 296 642 685 927 933 
in other groups 
supported in residential care 1,401 1,792 1,697 2,145 2,341 1,962 
supported in nursing care 135 189 226 278 335 297 
People aged 65 or over 
helped to live at home per 1000 pop # # # 83 81 mp 
supported in residential care 89,827 103,120 116,117 129,358 135,277 137,779 
supported in nursing care Sa Tent | 39,874 52,845 60,787 67,451 67,548 


Care in own homes comes form a survey week, care in residential/nusring homes is at 31 March 

1 Intensive is defined here as receiving more than 5 hours of home care and 6 or more visits during a survey week. 

2 Helped to live at home by means of home care, day care and meals services. This is an Audit Commission Indicator. 
England figures based on unweighted average of authority figures. 


12.47 Key points are that: Social Security. In particular, councils had not previously been 


© The largest group of adult users of social services is people aged able to support peopletn nursinereate 


65 or over, although among younger adults other groups 
receiving services include people with learning disabilities, 
people with physical or sensory disabilities and people with 
mental health problems; 


© The number of households receiving care in their own homes 
has fallen, though the proportion of these households receiving 


a large amount, or “intensive” home care has increased; and, 


© The number of people supported by councils in residential or 
nursing care has increased following the implementation of 
community care in 1993, when councils took over responsibility 
which had previously been shared with the Department for 
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Performance 


Best Value 


12.48 
standards covering both cost and quality, by the most effective, 


The duty of Best Value — to deliver services to clear 


economic and efficient means available — is included in the Local 
Government Act 1999. It came into force on 1 April 2000 for all 
local government services, including social services. 


12.49 


improvements in performance, and to deliver services that bear 


The aim of the Best Value process is to secure continuous 


comparison to the best. Councils will be expected to demonstrate 


that they have taken into account the four “C’s” - Challenge, 
Compare, Consult, Compete — in determining the services to be 


provided. 


12.50 The key principles are that councils: 


e Are expected to establish corporate objectives and performance 
measures; 


© Must produce a Best Value Performance Plan setting out current 
and planned performance for all their services, including against 
statutory Best Value performance indicators by 31 March each 
year (these indicators are a subset of the Performance Assessment 
Framework indicators mentioned below); 


@ Should reach the level of performance achieved in year one by 
the top quartile of councils by year five of Best Value; 


® Have to agree a programme of Best Value performance reviews 
so that all services are included over a five year period and set 
these out in their Best Value Performance Plan; and, 


© Must review all their services, using the four “C’s” by the end 
of year five of Best Value. 


p2.51 


the local external auditors. They will take advice from relevant 


The Best Value Performance Plans will be approved by 


inspectorates, including the Social Services Inspectorate (SSI). The 
Best Value Reviews will be inspected and signed off by the SSI or 


the SSI/Audit Commission joint review team. 


The PSS Performance Assessment System 
£2.52 


new arrangements to assess the performance of each council with 


The White Paper Modernising Social Services’” set out 


social services responsibilities within the wider Best Value regime. 
Performance assessment will pull together information from a 
number of sources to provide a comprehensive overview of the 


performance of each council: 


® Performance Data — the performance indicators associated with 
the PSS Performance Assessment Framework (PAF) provide an 
overview of performance at the year end, they can be used with 
other relevant local and national data. Data are published 


annually; 


e Evaluation — in-depth SSI inspections and SSI/Audit 
Commission Joint Reviews covering the full breadth of social 
services will evaluate the performance of a council. The SSI will 
carry out three inspections of every council in each five year 
period (one on child care, one on services for older people or 
on mental health services, and another on a priority policy area). 
The Joint Review Team will visit each council once every five 


years; 


® Monitoring — the SSI Regional Offices will be in constant 
contact with councils and monitor progress in achieving 
national objectives and targets twice a year. They will also follow 
up concerns arising from performance indicators. 


12.53 The diagram below shows how this information feeds 
into an assessment of overall performance. It will be pulled together 


once a year to give a score for overall performance. The SSI 
Regional Offices will use this to carry out an annual review of 
authorities and to advise external auditors on the signing off of Best 
Value Performance Plans. 


12.54 The aim is to: 


© Help councils to develop their own performance management 
arrangements, compare their performance with others and make 
a contribution to the Government’ objectives and priorities by 
improving their own performance; 


e Ensure that social care issues are appropriately addressed in Best 
Value Performance Plans; 


e Ensure that the corporate management and political scrutiny 
arrangements promote better social services that contribute to 
community well-being; 


@ Ensure councils work effectively with the NHS to address joint 


health and social care policy and service delivery issues; 


e Ensure councils work effectively with other local government 
departments and external agencies; 


@ Assess councils progress in implementing the Government's 
policies for social care, in meeting national targets and in 
achieving best value; 


© Identify and promote good practice; and, 


@ Identify councils that are performing poorly and ensure that 


they take action to improve. 


Performance Assessment Framework Domains 
National priorities and strategic objectives 
Cost and efficiency 
Effectivness of service delivery and outcomes 
Quality of services for users and carers 
Fair Access 


Performance 
Data 


Monitoring 


SSI social Care 
Regional Offices 
monitoring of 
progress in 
achievin 
nationa 
objectives and 
targets 


Performance 
Assessment 
Framework 

indicators and 

other relevant 
local and 

national data 


SSI inspections 
and SSI/AC joint 


Offices follow- 
up on action 
plans 
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Performance in 1998-99 


12.55 The baseline data for 35 of the 50 performance 
indicators associated with the PSS PAF were published on 24 
November 1999 in Social Services Performance in 1998-99. (A list 
of indicators can be found in Annex J.) This showed: 


@ Performance varies widely between councils for most indicators: 


In Inner London the best performing council has more 
than twice as high a proportion of people cared for in 
their own homes rather than in residential care than the 
worst performing council. People usually prefer to be 
helped to live in their own homes rather than looked 
after in residential care and it often costs less as well. 
(PAF indicator B11) The national picture is illustrated 
in Figure 12.11, which shows that although there are 
more households receiving intensive home care the 
number of people supported in residential and nursing 


care is also increasing. 


Children who have been looked after by a council for a 
long time should be in a settled placement. Yet of 
children looked after for four years only half of them 
have been with the same foster parents for two years, and 
this proportion is falling. In several councils it is only 
around a quarter of such children, yet some councils have 
managed to ensure that nearly all children in long term 
care have a stable, long term foster placement. (PAF 


indicator D35) 


® Some councils are performing very well against many indicators; 


others are still showing poor results on a range of indicators; 


® Some improvements have been made. Better joint working 
between health and social services led to progress against the 
three interface indicators on which both the NHS and 
councils are accountable. This progress will need to be built on 
in future years to deliver the joint targets. In particular, LAs and 
HAs must work together to keep emergency admissions low. 
The worst performing health authority has two and a half times 
as many emergency admissions per head as the best performing 


authority. (PAF indicator A5); 


© Progress against targets set for children’s services has been mixed. 
Improvement in stability of placements for children looked after 
(PAF indicator A1) will have to accelerate if the target is to be 
met by 2001-02. Figures for children looked after with three or 


more placements in a year are shown in Figure 12.11; 


The results for London often appear to be different to those for 
the rest of the country, for example with good performance in 
helping older people to live at home (PAF indicators C28, C32) 
but apparently poor performance in adoption (PAF indicator 
C23). Costs in London and the South East are often higher 
because of higher wage rates. At the interface, London 
performed above average on hospital admissions due to falls or 
hypothermia (PAF indicator C33), but below average on 
delayed discharge. (PAF indicator D41); 
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e There appears to be a slight increase in the use of adoption by 
councils, despite the total number of adoptions falling. This is 
shown in Figure 12.11. (PAF indicator C23); 


© Too many councils are failing to review child protection cases 
and meet their inspection obligations. This is putting vulnerable 


people at risk: 


Approximately 5 per cent of children’s homes were not 
inspected during the year, 30 councils had inspected less 
than 95 per cent of homes with three councils reporting 
that they had inspected only half of the homes that they 
should have done. (PAF indicator C25). 


Four in every ten councils reported inspecting less than 
100 per cent of residential care homes for adults, 32 
councils had inspected less than 95 per cent of homes. 


(PAF indicator C34). 


Only 33 councils reviewed all child protection cases, 
eight councils reviewed less than two-thirds of cases. 
(PAF indicator C20). 


It is essential that improvements are made in the management 
of these functions urgently so that all authorities fulfil their 


duties; and, 


@ Data quality needs to improve. Too often the statistics 
provided were inaccurate or did not follow guidance and 
sometimes none were provided. The data quality problem is 
particularly apparent for the cost indicators and for some 


children’s indicators. 


Performance in 1999-2000 
12.56 


for social services, the SSI Regional Offices carried out two trial 


As part of the new performance assessment arrangements 


in-year performance assessment exercises during 1999. These 
showed that the majority of councils were maintaining a good level 
of progress towards national priority objectives, but approximately 
a quarter had some difficulties with the scale, speed and 
complexity of the agenda. In responding to national priority 


objectives, it was found that: 
@ Children’s Welfare; 


Sixty per cent of councils had made significant progress 
in implementing their Management Action Plans to 
improve child and family services through the Quality 


Protects Initiative. Most others have made some progress. 


Recruitment difficulties had caused slippage in some 
councils, requiring tighter project management in 


future. 
© Regulation; 


The number of councils unable to maintain the 
statutory frequency of their inspections fell from 77 in 
the summer to 38 in November, and was expected to fall 


to 26 by the year end. 


All councils expected to meet statutory inspection 
requirements for children’s homes by the year end. 


Twenty councils estimated that they would not have 
discharged their full statutory responsibilities in 
regulating child day care facilities by the end of the year, 
citing the establishment of posts and difficulty recruiting 
local inspectors as principle causes. 


® Drugs and Alcohol Services; 


Significant numbers of drug users were gaining faster 
access to services under the new Specific Grant, but 
monitoring arrangements needed to be improved in 
some councils. 


The majority of voluntary sector schemes funded under 
the previous Specific Grant had been reviewed. 


® Mental Health Services; 


Over 400 schemes had been initiated to help in 
reducing suicide rates. 


Over 200 new Community Mental Health Teams were 


being established. 


Three-quarters of councils were making good progress 
in developing their Mental Health Joint Investment Plans 
in partnership with Health and others, though much 


remained to be done to improve information sharing. 


New joint schemes to improve access to mental health 
services were being established or planned in most 


councils. 


® Promoting Independence: Prevention and Carers’ Special 


Grants; 


All councils were expected to meet the minimum 
planning conditions governing both the Prevention and 


Carers’ Special Grants. 


In its first year, the Prevention Grant had been targeted 
mainly on services for older people. Councils varied 
markedly in the creativity and comprehensiveness of their 


prevention strategies. 


Most councils were engaging well with carers and their 
representative organisations in developing services 


responsive to their needs. 


12.57 The performance indicators associated with the PSS PAF 
for 1999-2000 will be published in September. This will include 
new data on educational qualifications of Looked After Children 


and the ethnicity of Children In Need. 


12.58 
in the spring and autumn by SSI ROs and at the year end against 
48 of the 50 performance assessment indicators associated with the 


PSS PAF, including new data on user satisfaction and outcomes. 


Information on performance in 2000-01 will be collected 


Efficiency 
12.59 The Public Service Agreement (PSA) includes a target “to 


achieve efficiency and other value for money gains equivalent to 2 per 
cent of gross PSS expenditure for 1999-2000 and 2000-01 and 3 per 
cent in 2001-02”. 


12.60 Efficiency gains are achieved where: 


® The same services are provided and the same outcomes 


achieved for less cost; 


® Better services are provided and better outcomes are achieved 


for the same cost; and, 


® Better services are provided and better outcomes are achieved 
for more cost, where the improved outcomes more than 


justified the additional cost. 


12.61 
half-year point showed that: 


The in-year performance monitoring by SSI ROs at the 


e Around half of the councils were strongly engaged with the 
efficiency agenda; 


® Many councils were successfully introducing new ways of 
working which made better use of their resources, although they 
were finding it hard work to reduce costs and improve 


outcomes; 


® Nearly 60 per cent of individual authorities expected to meet 


or exceed the target; 


© The scope for current and future efficiency gains was closely 
related to the cumulative amount of savings made in past years; 


and, 


® It was expected that 1999-2000’s national efficiency target of 


two per cent would be met. 


1.62 
as part of the report on the performance indicators associated with 


The end-year figures to be published in September 2000 


the PSS PAF will indicate whether these plans for efficiency gains 
were met and the target achieved. The spring performance 
assessment by SSI ROs will ask for information on planned 
efficiency gains for 2000-01. 


12.63 
meet Best Value top quartile targets and to achieve their Best Value 


It is hoped that the improvements councils make to 


duty will contribute to the achievement of efficiency targets from 
2000-01. 
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13. Managing the 
Department of Health 


Running Costs and Staffing Tables 
13.1 


divisions, which have responsibility for different aspects of 


The Corporate Management Division comprises six 
managing the Department of Health, including providing the 


support infrastructure required by Ministers, the Permanent 


Secretary and the Departmental Board, and other business groups. 


Figure 13.1: Running Costs 


1994-95 
outturn 
Department of Health 
Gross running costs: 
Paybill 151 
Other 147 
Total running costs“? 298 
Related receipts -14 
Net expenditure 284 
Gross Running Costs Limit” 
NHS Pensions Agency ‘?” 20 
Medical Devices Agency 11 
Running costs by control area: 
Net control area: 
NHS Estates Agency ” 
Gross expenditure ra 
Net expenditure 
Food Standards Agency HQ Operations®” 
Gross running costs: 
Paybill 1 
Other 1 
Meat Hygiene Service (MHS) ” 
Total running costs 2 
Related receipts 
Net expenditure 2 


Gross running costs limit 


1 The gross figures are no longer net of VAT refunds or contracted out services. 
4 Only the gross running costs limit for 1999-2000 is shown.See chapter 2 of 1999-2000 


5 Running costs related receipts from within the running costs provision of other government departments are now offset 
6 Vesting Day for the Food Standards Agency will be 1 April 2000. 
8 The figures for FSA exclude recoverable VAT. 


the Department of Health net expenditure figures above. 
PESA for more information. 
against the gross running costs limit. 
report for MHS figures prior to 2000. 


2 
Supply Estimates” for Class Il, vote 2. As part of the 


The provisions for these functions appear in the 2000-01 


Comprehensive Spending Review the Department agreed a 
three-year running costs deal with HM Treasury that provided real 


terms increases over 1998-99 as follows: 
© 1999-2000 four per cent; 

© 2000-01 two per cent; and, 

© 2001-02 nought per cent. 


13.3 


within the bounds set by the Comprehensive Spending Review. 


The Department continues to manage its resources 


Detailed information on Departmental running costs is given in 
cash terms in Figure 13.1 with information on staffing levels is 


provided in Figure 13.2. 


13.4 No maladministration payments were made in 1999, 
£ million 
1995-96 1996-97 1997-98 1998-99 1999-2000 2000-01 2001-02 
outturn outturn outturn outturn estimated plans plans 

148 138 136 144 15a 

147 147 134 140 140 
295 285 270 284 291 305 305 
-17 —21 —21 —26 -18 -8 -7 
278 264 249 257 273 297 298 

301 
18 Le 1:7 17 19 20 20 
9 10 10 9 7 8 8 
8 9 9 13 
# 

22 28 34 39 41 

16 15 18 22 20 
Si 43 51 61 62 98 83 
-—20 -49 -52 —57 —60 —72 -65 
18 6 = 4 1 26 18 
153 140 


2 A Next Steps Executive Agency. 3 These figures are included in 


7 Please refer to the 1999 MAFF Departmental 
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Figure 13.2: Staff Numbers 


1994-95 

1 April - 31 March actual 
Department of Health (Gross Control Area) 

Civil Servants (full-time equivalents) 4,325 

Overtime 42 

Casuals 248 

Total 4,615 
Food Standards Agency (Gross Control Area) 

Civil Servants (full-time equivalents) 6) 

Overtime 0 

Casuals 0 
NHS Estates Agency ‘” 

Civil Servants (full-time equivalents) 103 
Medicines Control Agency ” 

Civil Servants (full-time equivalents) 250 
Total Department of Health 4,968 


1 The NHS Estates Agency became a trading fund on 1 April 1999. 
2 The Medicines Control Agency became a trading fund on 7 April 1993. 


Non-Departmental Public Bodies (NDPBs), NHS Bodies 
and Agencies 


13-3 In July 1998 the Government published proposals in 
QUANGOs — Opening the doors\*” designed to make the 
operation of NDPBs more open, and the appointment system 
more transparent. The proposals also require Departments to 
reduce, wherever possible, the number of arm’s length bodies they 
sponsor and provide a basis for those which remain to command 


public confidence and to attract new people. 


13.6 


proposals on board wherever possible and practicable and have 


The Department's arm’s length bodies have taken these 


considered how best to increase public accountability and 
confidence. All of the Department’s executive NDPBs now have 
members’ codes and registers of interests. Where practicable and 
appropriate they are also holding open meetings and summary 
reports of meetings are published on Internet sites or in annual 


reports or press releases where possible. 


13.7 Guidance was issued in December 1998 to NHS 
bodies on how best they can open up their board meetings to the 
public. This has been a statutory requirement of Health Authorities 
for some time. The relevant legislation was extended to cover NHS 
‘Trusts and now covers Primary Care Trusts. The guidance set out 
the relevant statutory provisions and offers best practice for NHS 
boards on how the legislation should be implemented. It builds on, 
and takes account of the good practice of many NHS boards 
which have opened their meetings to the public for some time. 


13.8 
manages the performance of its arm’s length bodies (NDPBs, 
Agencies and SHAs). The new measures introduced are designed 


The Department has also conducted a review of how it 


both to develop and maintain strong working relationships with 
these bodies and to ensure that a comprehensive performance 


management framework is in place for each body. The key players 
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Staff-years 

1995-96 1996-97 1997-98 1998-99 1999-00 2000-01 2001-02 

actual actual actual actual estimated plans plans 
outturn 

3,801 4,309 4,091 4,078 4,242 4,155 4,085 

43 40 40 40 40 40 40 

239 se 116 105 Aa 100 98 

4,083 4,486 4,247 4,223 4,393 4,295 4,223 

0 0 0 6) 0) 527 537, 

0 0 0 0 0 3 2 

0 6) 0) 10) 0) 12 13 

101 138 142 205 268 263 263 

356 378 413 439 452 490 470 

4,540 5,002 4,802 4,867 5,113 5,048 4,956 


in this new approach include a Senior Departmental Sponsor for 
each body who, supported by the sponsor Branch, is directly 
responsible for ensuring that the body ts performing well and that 


proper systems are in place for monitoring performance, 


Be Pee, 


The Department has five next steps Agencies: 


@ The Medicines Control Agency (MCA) — an independent 
review conducted in 1999 found that the MCA is performing 
very effectively and efficiently and is regarded as a world leader 


in its field; 


@ The Medical Devices Agency (MDA) — an independent 
review conducted in 1999 found that the MDA was performing 
effectively and efficiently; 


e NHS Estates (NHSE) — a quinquennial review of the Agency 
is under way. The final report will be presented to Ministers 
during 2000; 


@ NHS Pensions Agency (NHSPA) — work is now in hand to 
implement recommendations from the recent five yearly 


review; and, 


@ NHS Purchasing and Supply Agency — previously part of the 
NHS Supplies Authority. The new Agency became operational 
1 April 2000. It will be the centre of expertise, knowledge and 
excellence on matters of purchasing and supply for the NHS 
and will modernise and improve the NHS purchasing and supply. 
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Agencies is set out in the relevant Framework Documents which 


The relationship between the Department and its 


are available from the Agencies. Further details about the 


management of the above Agencies can be found in Annex F. 


13.11 The Department has set up the National Institute for 


Clinical Excellence (NICE) from 1 April 1999. NICE is an SHA 
which advises the Secretary of State on the clinical and cost- 
effectiveness issues of drugs and medical devices. It also issues 
clinical guidelines for the NHS including patients and carers. 


(See also Chapters 2, 6 and Annex G.) 


13.12 The Department has set up the Commission for Health 
Improvement (CHI) from 1 November 1999. CHI is an executive 
NDPB which provides independent scrutiny of local efforts to 
assure and improve quality in the NHS and help tackle local 
service problems. CHI will also help to monitor the NHS’s efforts 
to address inappropriate variations in service standards. (See also 


Chapter 6 and Annex G.) 
13.13 The Food Standards Agency, (FSA) set up by the 


Department, is a non-Ministerial Department. Information on the 


FSA is provided in Chapter 14. 


Public Appointments 


13.14 
Executive NDPBs sponsored by the Department have been made 


Since July 1996 all appointments to NHS bodies and 


according to guidelines laid down by the Commissioner for Public 
Appointments. In 1998 the Commissioner’s remit was extended 
to cover Advisory NDPBs. The Commissioner’s guidelines 
ensure that all appointments are made on merit, after an open and 
transparent recruitment and selection process, involving 


independent assessors. 


13.15 Appointments to all NHS bodies and most NDPBs are 
subject to a programme of public advertisements, nationally, locally 
or in specialist publications. Nominations for appointments to 
NHS Trusts and Health Authorities are also sought from MPs and 
local authorities. The Government is committed to improving the 
representation in public life of women, people from ethnic 
minorities and people with disabilities. Figure 13.3 gives the most 
up to date figures of such appointments. 


Figure 13.3: The Appointment of Women and People 
from Ethnic Minority groups to NDPBs, NHS Trusts and 
Health Authorities, as at 30 September 1999 


; Percentages 
Non Departmental NHS Trusts and 
Public Bodies‘ Health Authorities 


Appointments held by: 


Women 30.6% (40%) 47.8% (at least 50%) 
Women Chairs 25.5% (30%) 35.6% (41%) 
Members of 

Ethnic Minorities 10.1% (atleast 7%) 11.3% (at least 7%) 


People with Disabilities 0.9% 2.3% 


1 Figures in brackets show targets to be achieved by December 2002. 
2 For NDPBs, this also includes vice-chairs. 


Our People Values and Valuing Diversity 


13.16 The Department is clear that it can only deliver its 
objectives through the skills, abilicy and commitment of our 


people. The Department aims to get the best out of, and for, 


everyone who works in it. We have developed a New 
Understanding, which underpins our Statement of Purpose by 
giving expression to the core values we aim to bring to our work. 


These values can be summarised as: 

@ Treating each other fairly and with respect; 
© Managing better; and, 

© Developing ourselves to reach our potential. 


13.17 
embed these values. The programme, which is also helping to 


The Department has begun a programme of work to 


define our work to reform the Department in line with the 
Modernising Government agenda, includes: 


e An annual staff attitude survey (completed December 1999 


results circulated); 


© Top management seeking and receiving upward feedback 
from their teams (completed December 1999); 


© A training and development strategy linked to key skills and in 
line with HP principles; and, 


e A major programme of action under the banner of Valuing 
Diversity to promote equality and fairness for all. 


13.18 


last year: 


Valuing Diversity has made the following progress in the 


© Business unit action plans developed in 1998 to ensure 
equality of opportunity at local level helped create a 


Department-wide action plan; 


@ The latter includes projects which is anticipated will equip us 
in the Department's goal to build a workforce that reflects the 


diversity of the people it serves; 


e Work started on a number of the action plan projects 
including, measures targeted at people from ethnic minority 
groups, staff with children, those with a disability and those who 


wish to work part-time; and, 


e A cross-Department team was set up, with the Permanent 
Secretary in the chair, to complement the work being 
undertaken centrally. The team reported to the Departmental 
Board in early 2000 and agreed priorities for action for the next 
year. The team will oversee implementation of the Valuing 


Diversity projects. 


15:19 
a very successful open day on ethnic minority issues was held in 


To further support the equal opportunities commitments 


London. The Permanent Secretary opened the event which was 
also addressed by the Parliamentary Under Secretary of State. The 
Department also continues to hold an annual event for the 
children of staff and to use the subsequent publicity to promote 


equality messages. 


13.20 
equal opportunities the Department received a platinum award in 


In recognition of the achievements made in its work on 


the 1999 Opportunity 2000 benchmarking exercise. 
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Recruitment 


Zi 
external recruitment is carried out on the basis of fair and open 


The Department has systems in place to ensure that 


competition in accordance with its policies and with the 
requirements of the Civil Service Commissioners’ Recruitment 
Code, These systems are subject to internal checking. An 
external audit of the Department of Health’s systems in 1997 


found them to be satisfactory. 


13.22 The number of successful candidates in external 
competitions is shown in Figure 13.4 and, as required by the 
Code, gives the number of women, ethnic minorities and 
disabled people successful at each level. The figures include the 


following permitted exceptions: 


12 staff appointments made under the New Deal provisions; 
® 17 secondments; 
® 4 extensions to secondments; 


® 8 extensions to short term appointments beyond the advertised 


period (and conversion to permanence); and, 


5 short-term appointments where highly specialised skills were 


required. 


13.23 A review of internal staff selections has been conducted 
and new selection procedures were piloted, with a view to 
ensuring the best candidates are selected for internal vacancies. This 
work is also intended to ensure selection is based on merit and in 
line with the Department’s valuing diversity policy. Work will 


continue during 2000-01. 


Senior Civil Service Salaries 


13.24 
of Health are given in Figure 13.5. 


Details of Senior Civil Service Salaries in the Department 


Figure 13.5: Salaries in the Department of Health for 
senior Civil Service staff in post at 1 April 1999 divided 
into £5,000 Bands 


Payband (per annum) Number of Staff 
£40,000 — £44,999 20 
£45,000 — £49,999 57 
£50,000 — £54,999 63 
£55,000 — £59,999 85 
£60,000 — £64,999 67 
£65,000 — £69,999 34 
£70,000 — £74,999 P| 
£75,000 — £79,999 15 
£80,000 — £84,999 16 
£85,000 — £89,999 8 
£90,000 - £94,999 

£95,000 - £99,999 6 
Over £100,000 16 


1 Salary figures include reserved rights to London Weighting, London and 
NHS Geographical and other allowances. 


A Healthier Workplace 


15225 
employees entitled Working Well Together: Managing attendance in 
the public sector‘*” was published by the Cabinet Office. The main 


A report on managing attendance of public sector 


objective of its recommendations is to improve the health of Civil 
Servants and to achieve a reduction in average sickness rates in the 
public sector by 20 per cent in 2001 and 30 per cent by 2003. The 
Department's Public Service Agreement contains a target to put 
in motion the means to achieve that. (See also Chapter 2.) 


jhe BPA 


sickness absence to all Departments and these are in the process 


Cabinet Office has now put forward targets for reducing 


of being agreed. The Department is taking action on the 


Figure 13.4: Recruitment into the Department of Health, 1999 


Total 
Permanent Staff joining during 1999 who are still 
employed by the Department of Health 
Senior Civil Service 44 
Fast Stream 14 
Posts at former UG6 and below 615 
Total 673 
Permanent Staff joining during 1999 who are no longer 
employed by the Department of Health 
Senior Civil Service Z 
Fast Stream 
Posts at former UG6 and below 55 
Total 57 
All permanent staff joining during 1999 
Senior Civil Service 46 
Fast Stream 14 
Posts at former UG6 and below 670 
Total 730 


Male Female Ethnic Disabled 
Minorities 
18 26 1 0 
5 9 0 0 
205 410 85 19 
228 445 86 19 
0 v) 0 0 
0 0 0 0 
22 33 2 0 
22 35 2 0 
18 28 1 0 
5 9 0 10) 
227 443 87 19 
250 480 88 19 


1 These figures include all exception categories except for the two New Deal candidates. 


2 All figures apart from those for the SCS exclude NHS Estates Agency Staff. 
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recommendations contained in the report through the 
departmental initiative, Creating a Healthier Workplace”. The 
initiative is looking at all aspects of health promotion and 
sickness absence management in the Department of Health. This 
includes policy, health issue awareness campaigns, absence 
management, and a review of the services that the Department 
offers staff to help them cope with sickness absence. This will cover: 


® A programme of preventative action; 
® Co-ordination of related policy areas; 
® Data collection and sharing; and, 

® Monitoring. 


13.27 As part of the Department’s ongoing commitment to 
protecting the health and safety of its staff, independent auditors 
were commissioned to carry out the first of an annual programme 
of health and safety audits of DH sites. The findings from these 
audits will inform the Department’s future development of 


health and safety policy and procedures. 


Sickness Absence 


13.28 In December 1999 HM Treasury wrote to all 
Departments proposing sickness absence reduction targets for each 
Department which, if achieved, will meet the Government's aim 
of a 30 per cent reduction by 2003. These are in the process of 
being agreed. For the Department of Health, these translate into 
reduction target figures of 7.9 days per staff year (14 per cent) by 
2001 and 6.8 days (26 per cent) by 2003. 


Accommodation 
13.29 The 


accommodation it provides for its staff to enable them to work as 


Department continues to review the 


efficiently as possible. While all departmental buildings are fully 
utilised, lease breaks are exploited where possible to rationalise the 


estate and to shed any surplus or outdated accommodation. 


The Environment 


13.30 
strategy Department of Health Strategy on Sustainable Development 


The Department has produced a new environmental 


and the Environment”. The strategy is a wide-ranging document 
encompassing the concepts of sustainable development, 
environmental appraisal and environmental management systems 
and builds on work already undertaken to identify significant 
environmental impacts and develop strategies to improve the 


Department’s environmental performance. 
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to the Permanent Secretary, has been set up to take forward the 


An Environmental Strategy Steering Group, accountable 


commitments contained in the new Strategy. 


#932 
operational activities relating to energy, waste, water, contracts and 
transport. The Department will be undertaking waste, energy and 
water audits of buildings on the London estate to help achieve the 


tar ge LS; 


The new Strategy includes environmental targets for 


13.33 
MP [whose other responsibilities are detailed early in this report]. 
The official “green” contacts are Martin Chaplin, 
Head of Contracts Management Unit, 020 7972 5749 and 


Marjorie Thorburn, Sustainable Development Team (policy) 
020 7972 5158. 


The Department's “Green Minister” is Yvette Cooper 
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14. Food Standards 
Agency 


Development of the Agency 


14.1 Following a manifesto commitment, Professor James’s 
report Food Standards Agency — an Interim Proposal” was 
published in May 1997 (within one week of the General 
Election). Responses were generally in favour of independent agency. 


14.2 In September 1997, as a first step towards creation of the 
Agency, those engaged on food safety and food standards work 
within the Ministry of Agriculture, Fisheries and Food and DH 
were drawn together to form the Joint Food Safety and Standards 
Group (JFSSG), a single management structure reporting to 
Ministers in both Departments. JFSSG aims to protect the public 
from risks associated with the consumption of food and otherwise 


to protect and promote the interests of consumers. 


14.3 The White Paper The Food Standards Agency — A Force 
for Change’? was published in January 1998. Over 6000 
organisations and individuals were consulted, and over 1000 
responses were received. Responses showed widespread support for 


the Agency. 


14.4 The draft Food Standards Bill was published in January 
1999: The Food Standards Agency — Consultation on Draft 
Legislation”. The Bill was examined by the Food Standards 
Committee, whose report was published on 31 March 1999”, 
During summer 1999 the Bill progressed through Parliament. 
The Food Standards Act 1999” received Royal Assent on 
11 November 1999. 


14.5 The Food Standards Agency is expected to become 
operational in April 2000. 


About the Food Standards Agency 
14.6 The Food Standards Agency will be a non-ministerial 


government department, funded from public funds. It will be 
overseen by a Chairman and Members appointed on the basis of 
their personal standing and expertise. It will be accountable to 


Parliament via the Secretary of State for Health. 


14.7. The Food Standards Agency will be a UK body, with 
Headquarters in London and executive offices in Scotland, 


Wales and Northern Ireland. 


JFSSG will form the core of the Food Standards Agency's staff. The 
Food Standards Agency will take over responsibility for the Meat 
Hygiene Service (MHS), which will be an Executive Agency of the FSA. 


14.8 In meeting its objectives, the Food Standards Agency will 


operate in accordance with the guiding principles (see below). 


The Food Standards Agency's Guiding Principles 


14.9 First published in the White Paper, and now enshrined 
in the Food Standards Act 1999". The “Statement of general 
objectives and practices” required by the Act will set out how the 


Food Standards Agency will put these principles into practice. 


14.10 The Guiding Principles are: 


© The essential aim of the Agency is the protection of public 
health in relation to food; 


© The Agency's assessments of food standards and safety will be 
unbiased and based on the best available scientific advice, 
provided by experts invited in their own right to give 
independent advice; 


© The Agency will make decisions and take action on the basis 
that: 


The Agency’s decisions and actions should be proportionate 
to the risk; pay due regard to costs as well as benefits to those 


affected by them; and avoid over-regulation; and, 


The Agency should act independently of specific sectoral 


interests. 


© The Agency will strive to ensure that the general public has 
adequate, clearly presented information in order to allow them 
to make informed choices. In doing this, the Agency will aim 


to avoid raising unjustified alarm; 


e The Agency's decision making processes will be open, 
transparent and consultative, in order that interested parties, 


including representatives of the public: 
Have an opportunity to make their views known; 
Can see the basis on which decisions have been taken; and, 


Are able to reach an informed judgment about the quality of 


the Agency’s processes and decisions. 


® Before taking action, the Agency will consult widely, including 
representatives of those who would be affected, unless the need 


for urgent action to protect public health makes this impossible; 


@ In its decisions and actions, the Agency will aim to achieve 


clarity and consistency of approach; 


@ The Agency’s decisions and actions will take full account of the 
obligations of the UK under domestic and international law; 


and, 


@ The Agency will aim for efficiency and economy in delivering 


an effective operation. 


Aims and Objectives 


14.11 The Food Standards Agency, when formally established, 
will develop detailed aims and objectives, and will publish them. 
The Food Standards Agency will also develop and publish a 


107 


> 
v 
= 
o 
OD 
<= 
w 
vv 
= 
os 
a=) 
= 
o 
ae 
v7) 
mo] 
° 
° 
uh 


= 
© 
op 
< 
w 
mo) 
_ 
© 
a=) 
= 
c 
— 
n 
ZU 
° 
° 
es 


Business Plan, and an Annual Report will be published each year. 


14.12 
for the Food Standards Agency, provides details on the costs of the 


Figure 14.1 contains details of the net cost of Operations 


Meat Hygiene Service, and gives the total costs combined. 
Figure 14.2 provides details of income and costs from the devolved 
authorities. 


Figure 14.1: Food Standards Agency HQ operations costs, 
meat hygiene service costs and combined total costs 


£'000s 
2000-01 2001-02 
Plan Plan 
1. FOOD STANDARDS AGENCY HQ OPERATIONS 
Expenditure 
Pay 17,905 17,905 
NPRC 8,702 11,241 
Scheme/Programme 14,061 15,691 
Research 21,260 20,446 
SRM Controls 20,000 20,000 
Capital Expenditure 190 B22 
Devolved Authority Expenditure SW PA 5,917 
Devolved Authority Income (-5727) (-5917) 
Total Expenditure 82,118 85,605 
Income 
Inspection Charges (4,234) (4,234) 
Net Cost of FSA HQ Operations 77,884 81,371 
2. MEAT HYGIENE SERVICE 
Expenditure 
Pay 42,007 36,624 
NPRC 28,240 16,825 
Capital Expenditure 93 93 
Total Expenditure 70,340 53,542 
Income 
Industry and Government Income (-67,100) (-60,736) 
Net Cost of MHS Operations 3,240 (-7,194) 
Net Cost of FSA Operations 81,124 74,177 


Figure 14.2: Funding from the Devolved Authorities 


£'000s 
2000-01 2001-02 
Plan Plan 
Income 
Scotland 5,754 5,109 
Wales 1,027 Ay 
Northern Ireland 1,200 1,200 
7,981 7,426 
Costs 
Scotland (5,754) (5,109) 
Wales (1,027) (117) 
Northern Ireland (1,200) (1,200) 
(7,981) (7,426) 
Net Cost of Devolved FSA Offices 0 0 
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Appointment of the Food Standards Agency Board 
14.13 


Executive were announced on 12 January 2000. The appointments 


The appointments of the Chairman, Deputy and Chief 


of the Board members for Scotland and the Board member for 
Wales were announced on the same day. The appointment of the 
Board member for Northern Ireland was announced subsequently. 
The appointments of the Chairman and his Deputy were made 
following Nolan procedures, and the rules of the Commissioner 
for Public Appointments. The appointment of the Chairman 
required the approval of the Prime Minister. 


14.14 
for four years at a salary of £96,000 for four days work a week. 


Sir John Kreb’s appointment as Chairman of the FSA is 


14.15 
District Community NHS Trust, for which she receives a salary 
of £17,625 a year. She has been active in the NHS Confederation. 
Her salary as Deputy Chair of the Food Standards Agency will be 
£30,000 for two days a week. 


14.16 Geoffrey Podger is a career civil servant, who has 
worked for the Department of Health since 1982. He has been 
Head of the Joint Food Safety and Standards Group since its 


Ms Suzi Leather is currently Chair of the Exeter and 


inception in 1997. 


14.17 


2 March, bringing the total number of Board members to 


Eight more Board members were appointed on 


fourteen. These Board members will each receive £8,000 a year on 
the basis of three days work a month. The positions are not 


pensionable. 


Contingent Liabilities 


14.18 
Standards Agency prior to Vesting. 


There are no material contingent liabilities for the Food 
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Annex A 


Cash Plans Tables 


Figure A1: 


The expenditure in this figure relates to the 2000-01 Supply Estimates” for class II Votes 1 and 2. 


Vote 
Section 


1A 


1B 
1C 
1D 
1E 
1F 


2A 
2B 
26 
2D 
2b 
2F 
2G 


2H 


2\ 


2J 
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Department of Health 


Departmental Expenditure in Departmental 
Expenditure Limits 


Health Services 
Voted in Estimates 
National Health Service hospital, community health, family 
health (discretionary) and related services and NHS trusts 
Current expenditure “ 
Capital expenditure ” 
Total 


National Health Service Family Health Services 
(non—discretionary) ° 


General Medical Services 
Pharmaceutical Services 
Prescription charges income 
General dental services 
General ophthalmic services 
Total 


Departmental administration and agencies 
Central department 
NHSE Dividend on public dividend companies 
NHS Pensions Agency 
Medical Devices Agency 
Youth Treatment Service 
MCA Dividend on public dividend capital 
NHS Purchasing and Supplies Authority 
Food Standards Agency 
NHS Estates Agency “ 
Total 


MCA Trading Fund 


Central Health and Miscellaneous Services 


Non departmental public bodies and special health 
authorities 


Other services including medical, scientific and technical 
services, grants to voluntary bodies, research and 
development and information services 


Welfare food and European Economic Area medical costs 
Total 


Total voted in Estimates 
Of which: 
Central government's own expenditure 
Public corporations 
Trading funds 


Cash Plans — Hospital, Community, Family Health and Related Services, Department of Health 
Administration, Miscellaneous Health and Personal Social Services, England 


1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 2000-01 2001-02 
outturn outturn estimated 


outturn 


25,5354 
852 
26,383 


1,901 
679 
-287 
896 
ane 
3,402 


261 


296 


ig 


160 
222 
461 


30,542 


27,965 
Sy 


outturn 


287 


78 


159 
259 
496 


31,984 


31,548 
436 


outturn 


28,260 
315 
28,575 


2,073 
746 
—296 
940 
237 
3,700 


248 


273 


igo) 


10 
280 
528 


33,076 


32,891 
185 


29,900 
135 
30,035 


254 


78 


160 
276 
515 


34,649 


34,554 
95 


32,114 
=—297 
31,817 


251 


Wise 


15? 
233 
471 


36,479 


36,646 
—167 


outturn 


34,804 
185 
34,989 


281 


90 


211 
270 
571 


40,105 


40,011 
94 


£ million 
plans plans 
38,248 40,056 
707 824 
38,955 40,880 
2,301 4,866 
852 
—379 
107% 
304 
4,155 4,866 
249 250 
13 15 
8 
# # 
Sia # 
20 20 
290 291 
89 83 
Pate 324 
265 236 
573 643 
43,973 46,680 
43,519 46,302 
454 378 


Figure A1: Cash Plans (continued) 


Vote 
Section 


2K 


1994-95 
outturn 
Department of Health 


Other (non-voted) 
National Health Service hospital, Community health, family 
health (discretionary) and related services and NHS trusts 


Current expenditure # 
Capital expenditure 14 
Total 14 


National Health Service family health services 
(non-discretionary) 


General Medical Services 
Pharmaceutical Services 
Prescription charge income 
General dental services 
General ophthalmic services # 
Other family health services 
Total 
Departmental administration 
Central department 37 
NHSE Interest on Long Term Loans 
NHS Pensions Agency 
Medical Devices Agency 
Youth Treatment Service 
NHS Purchasing and Supplies Agency 
MCA Interest on Long Term Loans 
NHS Estates Agency 
MCA 
Total 37 


MCA Trading Fund 

Current Expenditure 

Capital Expenditure 
Total 


Central health and miscellaneous services 


Non departmental public bodies and special health 
authorities 


Other services including medical, scientific and technical 
services, grants to voluntary bodies, research and 


development and information services —2 
Welfare food and European Economic Area medical costs 
Total -2 


Departmental Unallocated Provision 


Total other (non-voted) 48 
Of which: 
Central government's own expenditure 34 
Public corporations (excluding nationalised industries) 14 
Trading funds 
Total Health Services 30,590 
Of which: 
Central government's own expenditure 295999: 
Public corporations (excluding nationalised industries) 590 
Trading funds 


Other Services 
Voted in Estimates 
Personal social services 


Current expenditure SP 
Capital expenditure # 
Total 32 


1995-96 
outturn 


38 


38 


-1 


31,985 


31,585 
401 


31 


30 


1996-97 1997-98 1998-99 
outturn outturn 


outturn 


—102 
-102 


24 


24 


-102 


32,997 


32,914 
83 


30 


30 


27 


27 


=2 


-2 


34,664 


34,579 
85 


32 
# 
32 


10 


10 


36,612 


36,655 
51 
8 


34 
# 
32 


1999-00 2000-01 2001-02 


estimated 
outturn 


10 


10 


40,066 
40,021 


44 
1 


34 


34 


£ million 
plans plans 
10 10 

10 10 

1 1 

1 1 

250 1,273 
261 1,284 
260 1,283 

1 q 
44,234 47,964 
43,779 47,585 
454 378 

1 if 

36 33 

# # 

36 34 
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Figure A1: Cash Plans (continued) 


£ million 


Vote 1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 2000-01 2001-02 
Section outturn outturn outturn outturn outturn estimated plans plans 
Department of Health outturn 
Total voted in Estimates 32 30 30 32 32 34 36 34 
Of which: 
Central government's own expenditure 32 30 30 32 a2. 34 36 34 


Total other (non-voted) 
Of which: 
Central government's own expenditure 
Public corporations (excluding nationalised industries) 


Total central government expenditure 30,622 32,015 33,026 34,696 36,644 40,100 44,270 47,998 
Of which: 
Central government's own expenditure 30,031 31,615 32,944 34611 36,687 40,055 43,816 47,618 
Public corporations (excluding nationalised industries) 590 401 83 85 =—51 dd 454 378 
Trading funds 8 1 1 1 


Central government grants to local authorities 
Voted in Estimates 


Current grants within AEF 


Aye Training support programme for social services staff S}s. 35 35 35 35 Bi, 43 a= 
2M Services for people with HIV and AIDS 145) 13 13 13 13 16 16 17 
2N Services for alcohol and drug misusers 2 3 2 2 2 ‘5 z 14 
20 Services for people with mental illness 36 47 58 67 72 117 129 149 
Guardian ad litem and reporting officer service 6 6 6 6 
Community care grant 736 648 418 325 350 
2P Provision for secure accommodation # # # # # 
2Q Unaccompanied asylum seeking children 3 2 20 41 = 3 
Long-term capital care disregard increase 64 
Services for people seeking asylum 10 68 170 9 
2R Promoting independence partnership grant 253 216 178 
2S Promoting independence prevention grant 20 30 50 
2T Promoting independence careers grants 20 50 70 
2U Children's services grant 5 74 118 179 
2V Social Services Projects: Invest to Save Budget 3 1 


Capital grants 


2P Provision for secure accommodation 5 PH 27 13 5 6 6 6 
2V Social Services Projects: Invest to Save Budget 1# 
Total central government grants to local authorities 831 772 638 532 674 600 622 mas 
Of which: 
Current within AEF 827 752 671 519 668 594 615 706 
Capital 5 21 27 is 5 6 8 6 
Credit approvals 140 145 105 69 54 57 56 56 
Total central government support to local authorities 972 918 743 601 728 657 678 768 
Total Department of Health 31,593 32,933 33,769 35,297 37,372 40;757 44,948) 48;766 
Departmental Expenditure in Departmental Expenditure 
Ae Limits 
i) 
3 Of which: 
5 Voted in Estimates 31,405 32,786 33,744 35,214 37,185 40,740 44,632 47,427 
os 
es Welfare to Work 
s Expenditure in Departmental Expenditure Limits 
Welfare to Work # # # 


Main Departmental Programmes in Annually Managed 
Expenditure Limits 


3A Pensions 5D7 614 647 627 271 644 701 355 


Food Standards Agency Departmental 
4 Expenditure Limit () 2 18 -6 # 4 -13 81 74 


442 


1 HCHS current DEL includes that element of trust's capital expenditure which they fund from their charges to health care purchases (£975m in 1994-95, 


£1,053m in 1995-96, £1,106m in 1996-97, £943 in 1997-98, £966m in 1998-99, £1,020m in 1999-2000, £1,001m in 2000-01 and estimated £1,792m in 
2001-02). 


2 HCHS capital DEL includes the net expenditure on Secretary of State loans and Public Dividend advances used to finance trust capital expenditure 


(£577m in 1994-95, £436m in 1995-96, £185m in 1996-97, £95m in 1997-98, £167m in 1998-99, £94m in 1999-2000, £454m in 2000-01 and £378m in 
2001-02). 


3 GMS and other non-discretionary expenditure not separately identifiable in 2001-02. 


4 Figures for FHS non-discretionary expenditure between 1998-99 and 2001-02 are affected by transfers to FHS discretionary provision, principally to 
fund successive waves of Personal Medical and Personal Dental Service pilots. The appropriate transfers from the planned provision for 2001-02 can not 
be identified at this stage. 


5 NHS Estates converted to Trading Fund status from 1999-2000. 
6 MCA figures from 1994-95 reflect the reclassification of expenditure following the move to Trading Fund status. 


7 Of the £2,597m additional money for the NHS in 2001-02 announced in the Chancellor's Budget £1,023 remains unallocated and is included in the 
DUP. Allocation of this money is dependent on the service proposals of the National Plan for the NHS due for publication in the summer. 


8 The transfer of responsibility for asylum seekers to the Home Office means that figures for 1999-2000 will be shown in Class IV. 


9 From 7 April 2000 (Vesting Day) the FSA will become a new non-Ministerial Government Department. It will have a separate class and vote (Class II, 
Vote 4). 


10 Totals may not sum due to rounding. 
11 Cash amounts below £0.5 million are not shown but indicated by a #. 
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Annex B 


National Health Service, United Kingdom — By Area of Expenditure 
Figure B.1: National Health Service, United Kingdom“ — by area of expenditure (cash) 


£ million (cash) 


1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 2000-01 2001-02 
outturn outturn outturn outturn outturn estimated plans plans 


outturn 
Gross NHS Expenditure 
National Health Service hospital, community health, family health 
(discretionary) and related services and NHS trusts 34,072 35,780 37,156 39,312 41,646 45,446 49,784 52,213 
National Health Service family health services (non-discretionary) 5235 5 383 5,582 5,776 5,954 6,225 6,184 6,897 
Departmental administration 374 367 342 332 322 342 344 345 
MCA trading fund # # # # 8 1 1 1 
Central health and miscellaneous service 750 796 840 820 841 OS2. oT 984 
Department Unallocated Provision of which: 576 77S 
Unallocated Additional Budget Money “” 326 17525 
Total 
Gross 40,432 42,326 43,921 46,240 48,770 52,945 57,806 62,216 
Charges and receipts -2,663 -2,861 -3,145 -3,552 -3,703 -3,694 -3,655 -3,602 
Net 37,769 39465 40,776 42,688 45,067 49,251 54,151 58,614 
Total at 1998-99 prices (using GDP deflator) 
Gross 45,588 46,384 46,629 47,749 48,770 51,653 55,155 57,915 
Percentage real terms change +1.7 +0.5 +2.4 +2.1 +59 +6.8 +5.0 
Net 42,586 43,249 43,290 44,081 45,067 48,050 51,668 54,562 
Percentage real terms change +1.6 +0.1 +1.8 +2.2 +6.6 47.5 +5.6 


1 DUP includes unallocated additional money announced in the Budget for England (See Figure 3.1) and additional monies for the rest of the UK for 
which spending decisions have yet to be made. 


2 Cash amounts below £0.5 million are not shown but indicated by a #. 
3 Figures may not sum due to rounding. 
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Annex C 


National Health Service Superannuation and Reconciliation with Supply Estimates ‘” 
Figure C.1: Cash Plans — National Health Service (superannuation, etc) England and Wales 


The expenditure in this table relates to the 2000-01 Supply Estimates for Class ii Vote 3. 


£ million 

Vote NHS Pension Agency 1997-98 1998-99 1999-00 2000-01 2001-02 
Section ; outturn outturn plans plans plans 
3A Pensions, etc: annual pensions, lump sums, death gratuities, 

widows and dependants 1,497 1,571 1,832 1,947 2,003 

Superannuation benefits payable in compensation cases 231 2Az 294 326 335 

Pensions increase: annual pensions, lump sums, death gratuities, 

widows and dependants 526 ss 7/ 606 607 625 

Payments made to local authorities 14 13 15 14 11 

Payment of transfer values 90 58 50 78 80 

Repayment of Superannuation contributions (net of Income Tax) 8 8 

Payment of Income Tax on repayments of contributions 3 2 2 2 2 

Contributory payments in respect of persons subject to other 

Superannuation arrangements - - - - 4 

Contributions Equivalent Premiums to the State Pensions Scheme 4 - 6 6 6 

Total 2,575 2,426 2,813 2,985 3,074 

Appropriations in Aid 

Superannuation contributions 1,472 1,708 1,709 2,028 2,457 

Transfer values 105 451 30 203 209 

Capitalisation and extra charges - 56 50 50 oy 

Deductions from returns of contributions 

and lump sum payments towards payments 

in lieu of graduated contributions = - - = - 

Certified amounts of Contributions Equivalent Premiums 2 - 2 2 2 

Recovery of Contributions Equivalent 

Premiums from the State Pension Scheme 1 - 1 1 - 

Total 1,580 ey by to) Weeo2 2,284 2412 

Total NHS Pensions Agency 793 597 1,021 701 355 


1 Cash amounts below £0.5 million are not shown, but are indicated by a #. 
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Figure C.2: Reconciliation between cash plans table and supply estimates 


Public Expenditure within the DEL” (as in cash plans table) 
Less non-Voted expenditure within the DEL 


Voted Expenditure included in the DEL 


Total Voted Within Welfare to Work Programmes in Departmental 
Expenditure Limits 


Voted Expenditure not included in the DEL 
Department of Health 
NHS contributions 


Other (Vote 1) 
Other (Vote 2) 


Total Voted Expenditure not included in the DEL 
Total Voted Expenditure within AME 
Pensions 


FSA DEL 
Total Voted Expenditure 


1 Includes FSA. 
2 Totals may not sum due to rounding. 
3 Cash amounts below £0.5 million are not shown, but are indicated by #. 
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1998-99 
outturn 


37,376 
137 


SE Altsis, 


5o7 


32,385 


1999-00 
estimated 
outturn 


40,758 
-18 


40,740 


644 


35-692 


£ million 


2000-01 
plans 


45,030 
=3 16 


701 


39,745 


Annex D 


Information Formally in the Supply Estimates © 
Since 1996-97 the Supply Estimates have been presented in a condensed format aligning with the cash plans tables (see Annex A). 


Figure D1 details Appropriations in Aid and contingent liabilities formerly provided in the Supply Estimates. Details of Grants in Aid 
and Consolidated Fund Extra Receipts can still be found in the Estimates. Other information which is no longer available through the 
Estimates is contained in the relevant sections of this Report. 


Appropriations in Aid 


Figure D1: Appropriations in Aid 
Based on 2000-01 provision 


£ thousand 

Based on 2000-01 provision Miscellaneous Revenue Sale of Capital Trust Debt Total 
income from assets repayments Remunera- 
mainly goods Charges by NHS tion 
and services trusts 

Vote 1 
Hospital, community health, family health (discretionary), 
related services and NHS trusts 65,000 412,710 154,000 1,310,000 1,292,457 2,934,167 
General medical services 
Pharmaceutical services 
Prescription charge income 380,921 380,921 
General dental services 418,000 418,000 
General ophthalmic services 25 25 
NHS contributions 5,670,227 5,670,227 
Other 
Total 5,735,227 911,656 154,000 1,310,000 1,292,457 9,403,340 
Vote 2 
Departmental Administration 7,772 152 7,924 
NHS Estates Agency public dividend capital 6 6 
NHS Pensions Agency 5,841 5,841 
Medical Devices Agency 477 477 
Youth Treatment Service 4,950 4,950 
NHS Purchasing & Supplies Agency 360 360 
Medicines Control Agency public dividend capital 136 136 
Non-departmental public bodies and special health authorities 89,850 89,850 
Other services including medical, scientific and technical services, 
grants to voluntary bodies, research and development and 
information services 4,069 4,069 
Welfare food and European Economic area medical costs 20,490 20,490 
Personal social services 679 30 709 
Central Government grants to local authorities 
Welfare to Work -10 -10 
Other 
Total 134,620 0 182 0 0 134,802 
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Contingent Liabilities 


Vote 1 


A Statutory contingent exists to meet: 


il. 


An indemnity to water undertakers in respect of costs, 
damages and expenses not otherwise covered by insurance 
arising from claims or proceedings on the grounds of alleged 


harm to health arising solely from fluoridation; and, 


Overdraft guarantees for NHS trusts. 


Non-statutory contingent liabilities exist to meet: 


il. 


ill. 


iv. 


A letter which the Department sent to the Association of 
British Health Care Industries on 9 June 1992 may be 
construed as a letter of comfort in respect of contracts 
entered into by NHS trusts and hence result in a non-statutory 
liability. The letter was withdrawn on 17 August 1993, but a 
residual contingent liability may remain in respect of contracts 


entered into between the issue of the letter and its withdrawal. 


The Department has undertaken to meet the legal and other 
costs of medical and nursing staff engaged on clinical trials 
approved by the National Blood Authority (NBA) of new 
blood products manufactured by the Bio-Products Laboratory, 
a part of the BNA, and the costs of any claims for damages 


from patients arising from clinical trials of the new products; 


An indemnity to water undertakers in respect of costs, 
damages and expenses not otherwise covered by insurance 
arising from claims or proceedings on the grounds of alleged 
harm to health arising solely from supplying water which has 
been fluoridated by another water undertaker and which 


therefore is not covered by the statutory guarantee; 


An indemnity to higher education providers to cover a 
proportion of any redundancy costs, which may arise in respect 
of pre-registration nurse education which has now moved to 
the higher education sector should a contract of education not 
be renewed; and, 


In the event of a nuclear emergency it would be necessary to 
distribute stable iodine tablets to the general public to 
prevent take up of radioactive iodine. The Department has 
undertaken to indemnify those other than qualified medical 
personnel distributing the tablets against any action resulting 
from adverse reactions. 
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Vote 2 


A statutory liability exists to meet: 


The Department has issued an exemption certificate to the 
National Radiological Protection Board in respect of any 
liability to its employees of the kind mentioned in Section (1) 
of the Employer's Liability (Compulsory Insurance) Act 
1969. 


Non-statutory liability exist to meet: 


il. 


Lil. 


iv. 


The Department has undertaken to meet the cost of 
compensation payments arising from claims for injury arising 
from trials of a whooping cough vaccine developed by the 
Microbiological Research Authority; 


The Department has undertaken to meet the cost of 
compensation payments arising from claims for injury arising 
from the immunisation of voluntary donors with specialised 
immunoglobulin subsequently harvested and used in the 


treatment of new-born babies; 


The Government has paid £42 million to a NHS trust from 
which payments to haemophiliacs infected with HIV virus 
following treatment by the NHS with infected blood products. 
The Department has agreed to pay the NHS trust any sums 
required to make payments if the funds already provided prove 


insufficient; 


To cover the costs of the Family Fund meeting its duties, under 
legislation, to its staff in the event of it being wound up by 


Government; and, 


The department was found to be negligent in failing to stop 
treating patients with Human Growth Hormone by 1 July 
1977 — at a time when possible consequences should have been 
apparent. Compensation will need to be paid to patients 
treated after this date who subsequently die from CJD. 


Annex E 


Long-Term Capital Projects and Analysis of Capital Assets 


Figure E1: Long-term Capital Projects — Details of publicly funded (non PFI) Capital Projects Costing Over 
£15,000,000 and Reconciliation with Estimate 


Project/Scheme 


Northern & Yorkshire Region 
Harrogate Rationalisation of Acute Services 
City Hospitals Sunderland - New DGH 


Hull Royal Infirmary — Maternity and Acute Development 


London Region 
Homerton Acute Services 


Year of start/ 
original 
estimate of 


Current 
estimate 
of year of 


year of completion “ 


completion °) 


1993-94/1998-99 
1996-97/1998-99 
1999-00/2001-02 


1996-97/2000-01 


Guy's and St Thomas’ Hospital — Reconfiguration of services 1998-99/2003-04 


Redevelopment of Mental Health services at 
Tower Hamlets 


Edgware Hospital Phase 3 


Camden and Islington Community — Mental Health 
Redevelopment 


Queen Charlotte and Chelsea 
South London and Maudsley — Medium secure unit 


South East Region 
St Mary's, Isle of Wight 
Royal Berkshire and Battle Consolidation Project 


Eastern Region 

Centralisation of Acute Services at Basildon and 
Thurrock 

South and West Region 

Royal United Hospital Bath 

United Bristol Hospital For Sick Children 


West Midlands Region 
No projects 


Trent Region 


Sheffield Women's Hospital — Stonegrove Development 


North West Region 

Blackpool Victoria Hospital —- Phase 5 
Rochdale Infirmary Development 
Wigan and Leigh Phase 4 


Fairfield General Hospital, Bury — Reconfiguration 
of Services 


South Manchester University Hospital — 
Site Rationalisation 


Total 


2000-01 /2002-03 
2000-01/2001-—02 


2000-01 /2001—02 
1999-00/2000-01 
2000-01 /2003-04 


1999-00/2002-03 
1998-99/2001-02 


2000-01 /2002-03 


1998-99/2002-03 
1996-97/1998-99 


1998-99/2000-01 


1997-98/2002-03 
1998-99/2000-01 
2000-01 /2002-03 


2000-01 /2002-—03 


2000-01 /2002-03 


2000-01 
2000-01 
2001-02 


2000-01 
2003-04 


2002-03 
2001-02 


2001-02 
2000-01 
2003-04 


2002-03 
2001-02 


2002-03 


2002-03 
2000-01 


2000-01 


2002-03 
2000-01 
2002-03 


2002-03 


2002-03 


Original 
estimate of 
expendi- 
ture © 


38,249 
18,434 
24,997 


Bere 
104,806 


21,800 
20,000 


18,500 
15,900 
20,681 


26,756 
64,860 


17 37 


41,399 
24,400 


25,272 


30) 951 
24,957 
24,526 


23,800 


46,000 


£ thousand at 2000-01 prices ‘” 


Total 


40,966 
19,269 
24,997 


22,768 
104,806 


21,800 
20,000 


18,500 
15,900 
20,681 


26,756 
64,860 


17/37 


41,399 
26,355 


24,609 


30,951 
24,957 
24,526 


23,800 


46,000 


655,309 661,637 


Spent in 
past 
years 


37,690 
15,414 
Fyad2 


20,491 
32,490 


276 


18,630 
19,766 


18,373 


18,641 
ARON 
O 


0 


3,710 
261,324 


Estimate 
provision 
for 
2000-01 


2,643 
3,855 
2 Os 


22907 
22,009 


3,270 
4,000 


13,875 
4,770 
3,102 


8,648 
22,701 


4,771 


12,420 
6,325 


6,030 


i i a a Wg 
5,764 
6,564 


12,067 


30,551 
199,272 


To be 
spent in 
future 
years 


10,349 
264 


206 


dos 
182 
17,962 


11),733 


11759 
201,041 


1 The original estimates of expenditure and the current estimates of expenditure on the main contract and on fees and equipment have been brought to 


2000-01 prices using the GDP deflator. The expected expenditure on the main contracts has been revalued from tender base year prices using the 


APSAB/FORVOP index published by DOE (Quarterly Building Cost and Price Indices), which reimburses a contractor for price fluctuations occurring 


between the base date for the tender and the month in which it is carried out on site. 
2 Included in current estimate costs together with other sources of funds, eg Univeristy Funding Council are £15,000,000 or more. 


3 The dates shown for year of start/completion refer to the main contracts or where this is not available to a provisional estimate of contract start/completion 
date. Only schemes on site during 2000-01 are itemised in the first part of the table. Schemes which will reach practical completion before the start of 
2000-01 or which are due to start on site after 2000-01 are not shown there, though there may be expenditure on a later scheme in the form of fees, 


equipment costs, enabling works, etc. 


4 Based on accepted tender price, or if not available, budget cost reconciled to expected tender date. Covers all project cost including VAT. 
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5 Comparing the above projects with previous years’ Estimates tables, the trend is: 
1997-98 1998-99 1999-00 2000-07 


Percentage of projects with later current completion date than original 16 Bb 37 14 
Percentage of projects with higher current estimate of expenditure than original 11 40 46 1h 
Percentage of value of the cost overrun compared to original estimate 0.07 2.14 2.66 1.00 


6 The table includes only those schemes which are publicly funded or which include a significant element of public funding. Projects currently testing for 
PFI are not included. 


Figure E.2: Capital Assets — Analysis by Type of Asset (NHS Tangible Fixed Assets) 


£ million 


Land _ Building, Assets Equipment Total 
installations under 
and fittings construction 


Cost or Valuation 


As at 31 March 1998 3,489 15,128 564 4,503 23,684 

Net Book Value of merged Trusts at 1 April 1998 286 1,409 21 502 pie 
Additions Es 435 462 312 1,262 
Transfers -148 245 —501 62 —342 
Indexation 765 1,179 39 120 2,103 
Revaluation 8 —486 -12 -11 -550 : 
Disposals —151 -140 -61 —245 —-548 | 
As at 31 March 1999 4,302 17,771 510 5,244 27,826 
Depreciation 

As at 31 March 1998 - - - 2,950 2,950 

Value of merged Trusts at 1 April 1998 - - - 317 S17, | 
Provided during the year - 641 - 407 1,048 : 
Additions ~ - - 5 5 
Transfers - - - 1 1 
Indexation - - - 77 77 
Revaluation - - - -8 -8 
Disposals = - = -231 -231 : 
As at 31 March 1999 - 641 - 3518 4160 

Net Book Value : 
As at 31 March 1998 3775 16,536 585 1,738 22,634 : 
As at 31 March 1999 4,302 17,130 510 1,725 23,667 : 


Source: NHS (England) summarised accounts 1998-99 for NHS Trusts, Health Authorities, Ashworth Special Hospital Authority, Broadmoor Special Hospital Authority, The Dental 
Practice Board, The Dental Vocational Training Authority, The Family Health Services Appeal Authority, The Mental Health Act Commission, The National Blood Authority, The 
NHS Litigation Authority, The NHS Supplies Authority, The Prescription Pricing Authority, Rampton Special Hospital Authority, and the United Kingdom Transplant Support Service 
Authority. 


2 Capital assets in the NHS are also analysed in the published NHS (England) Summarised Accounts 1998-99, however, not aggregated as in the above 
table. 


3 Audited figures for the assets of the Department of Health itself are not yet available. However, they are being prepared as part of the Resource 
Accounting and Budgeting initiative and will be included in a future version of this table. They will, nevertheless, be very small in comparison with the 
figures above. 


4 Totals may not add due to rounding. 
5 No gross depreciation figure is available for Buildings, Installations, and Fittings. The figure as at 31 March 1999 is the charge for the year. 
6 Equipment depreciation is shown gross and the figure as 31 March 1999 is the cumulative depreciation on retained costs. 


: 
: 
: 
1 Total value of assets include donated assets. 
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Annex F 


Executive Agencies of the Department of 
Health 


Medical Devices Agency 


Fl The Medical Devices Agency (MDA) was launched in 
September 1994. It safeguards public health by ensuring that 
medical devices and equipment for sale or use in the UK meet 
appropriate standards of safety, quality and performance. It has 
some 140 staff and gross expenditure of £11.3 million offset by 
income of £3.5 million. The Agency’s quinquennial review of its 
status, role and performance was recently completed. This 
independent review found the Agency to be well respected in the 
medical devices field, both in the UK and Europe, and that it had 
performed well against its performance targets. Ministers agreed 
with the reviews recommendation that MDA should retain its 


present status. 


2 The Agency investigates reports about adverse incidents 
involving devices and issues safety warnings. It leads for the UK 
in negotiating and implementing a series of European Directives 
and enforces UK Regulations which support the Directives. It also 
manages an evaluation programme which publishes about 100 
reports each year to help the NHS make better buys, offers advice 
to a wide range of NHS customers and helps set national and 
international safety and performance standards. (See also 


paragraph 13.9.) 
es MDA continues to improve its efficiency. By 1998-99 


savings of 7 per cent were achieved and there is a target of at least 
3 per cent for 1999-2000. Two recent developments have been a 
customer service survey, in which almost 80 per cent of 
respondents declared themselves to be satisfied or very satisfied with 


the Agency’s services. 


F4 Further details can be found in the Agency’s Annual 
Report and its Business Plan (both available from Malcolm 
Ridgway on 020 7972 8133), with additional information on the 


Agency’s website at http://www.medical-devices.gov.uk. 


Medicines Control Agency 

E5 The Medicines Control Agency (MCA) was launched as 
an Executive Agency in July 1991 and became a trading fund in 
1993. It safeguards public health by ensuring that all medicines on 
the UK market meet appropriate standards of safety, quality and 
efficacy. This is achieved through a system of licensing, inspection, 


enforcement and post-marketing surveillance. 


R6 The Agency employs over 500 staff and has gross 
running costs of £32 million derived from fees charged to the 
pharmaceutical industry. These fees wholly cover the Agency's 


costs. 


E7 An independent review conducted in 1999 found that 


the MCA is performing very effectively and efficiently and is 
regarded as a world leader in its field. (See also paragraph 13.9.) 


E8 The Agency's forward plans and targets are set out in the 
Annual Report which can be purchased from the Stationery Office, 
price £14 and the Business Plan, which can be obtained by writing 
to the office of the Chief Executive, Room 1628, Market Towers, 
1 Nine Elms Lane, London SW8 5NQ, or from the MCA website 
at www.open.gov.uk/mca/mcahome.htm. 


NHS Pensions Agency 


E9 The NHS Pensions Agency (NHSPA) is responsible for 
the administration of the NHS Pension Scheme and the NHS 
Injury Benefit Scheme for England and Wales. It employs some 
470 staff and its net expenditure before interest as shown in its 
annual accounts for 1998-99 was £12.1 million. 


P.10 The Agency is tasked to provide a timely, accurate and 
helpful service to its 1.6 million customers as well as contributing 
to NHS and Government pensions policy and supplying advice 
to interested parties about the Scheme. It is also responsible for the 
prompt and accurate payment of all sums due under the Scheme 
and the prompt collection of contributions from some 10,000 


participating employers. (See also paragraph 13.9.) 
Fl Details of the Agency’s key targets and tasks and more 


information about the Agency’s activities can be found in its 
Annual Report and Accounts for 1998-99 which is available from 
the NHS Pensions Agency, Hesketh House, 200-220 Broadway, 
Fleetwood, FY7 8LG; 01253 774774 and at the Agency’s website 


at http://www.nhspa.gov.uk. 


NHS Estates Agency 


F12 NHS Estates was established as an Executive Agency in 
April 1991. The Agency’s task is to support Ministers, the 
Department of Health, the NHS Executive and the NHS in the 
management of its £23 billion estate. It employs 300 staff and its 


turnover is £16 million. 


FEi3 The main objective of the Agency is to help the NHS to 
improve patient care through better use of the estate. NHS Estates 
is the centre of excellence in healthcare estate design, procurement, 
operation and disposal in support of policy making. It offers expert 
advice and guidance to the service, and encourages the 
development of estates and facilities management personnel to 
equip them for the future. In particular, the Agency is developing 
benchmarks, tools, analysis and professional support for 
performance management together with estate and facilities 
management leadership in the NHS. Expertise and advice is 
offered for different NHS needs including: support for the 
development of primary, secondary and tertiary care services; 
Regional Office and Health Authority aims for the estate in Health 
Improvement Programmes and Health Action Zones; and for 
property and facilities management in primary care groups and 


trusts. (See also paragraph 13.9.) 


F.14 Details of the Agency’s key tasks and targets and more 
information about the Agency’s activities can be found in the 
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Annual Report and Accounts 1998-99. Copies are available 
from The Information Centre, NHS Estates, 1 Trevelyan Square, 
Leeds LS1 GAE, 0113 254 7070. The website address is 


hetp://www.nhsestates.gov.uk. 


NHS Purchasing and Supply Agency 
Fl5 The NHS Purchasing and Supply Agency was launched 


as an executive agency on 1 April 2000. It was derived in the main 
from the Purchasing and Strategy Divisions of the NHS Supplies 
Authority and is the centre of knowledge, expertise and excellence 
on matters of purchasing and supply for the NHS. It takes a 
strategic view and ensures that purchasing and supply issues are 
taken into account when determining national healthcare policies. 
It also provides advice to individual NHS bodies and negotiates 
contracts for goods and services on behalf of the NHS. The Agency 
employs over 300 people and has gross running costs of £19'/2 
million. (See also paragraphs 12.33 to 12.39 and paragraph 
13.9.) 


E.16 Further details can be found in the Agency’s framework 
document, which can be obtained by writing to the office of the 
Chief Executive, Premier House, 60 Caversham Road, Reading 
RGI1 7EB. 
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Annex G 


Other Bodies (including Executive Non- 
Departmental Public Bodies and Special 
Health Authorities) 


Executive Non-Departmental Public Bodies 


Central Council for Education and Training in Social 
Work (CCETSW) 


G.1 CCETSW’s remit is to regulate and promote professional 
social work training. Details of its work can be found in its annual 
report (available from CCETSW on 020 7278 2455). CCETSW’s 
provisional gross expenditure was £35.8 million in 1998-99 with 
a total staff of 182. The Department of Health’s net grant was 
£29.5 million. (See also Figure G1.) There are now legislative 
proposals in the Care Standards Bill to abolish CCETSW. For 
more information on the Council contact Zulma Wickenden, 


CCETSW, Derbyshire House, London WC1H 8AD; 020 7520 3571. 


The English National Board for Nursing, Midwifery and 
Health Visiting (ENB) 


G.2 The Board’s main statutory responsibility, under the 
Nurses, Midwives and Health Visitors Act 1997 is to approve 
educational institutions in England to provide programmes of 
education and training for nurses, midwives and health visitors, 
which meet the standards set by the United Kingdom Central 
Council for Nursing, Midwifery and Health Visiting (UKCC). In 
addition, the Board is required to provide advice and guidance to 
Local Supervising Authorities of midwives (LSAs). The Board’s 
gross expenditure for 1998-99 was £7.7 million, of which £6.3 
million was a Government grant. (See also Figure G1.) The Board 
employs 128 staff. For more information about the Board 
contact Mr A P Smith CBE, Chief Executive, ENB, Victory 
House, 170 Tottenham Court Road, London W1P OHA or by 


email to nwardley@enb.org.uk. 


Public Health Laboratory Service (PHLS) 


G.3 The PHLS was set up in 1946. Its primary function is 
to improve the health of the population through diagnosis, 
prevention and control of infections and communicable diseases 
in England and Wales. It carries this out through a network of 48 
area and regional laboratories co-ordinated through its 
headquarters at Colindale, London which also comprises the 
Central Public Health Laboratory (CPHL), the Communicable 
Disease Surveillance Centre (CDSC) and Headquarters. Gross 
expenditure in 1998-99 was £127 million of which £59.5 million 
was funded by the Government. PHLS employs 3,190 staff. 


G.4 PHLS’s corporate aims and strategy with performance 
against key targets can be found in their Annual Report and 
Accounts. (See also Figure G1.) For more information about the 
PHLS, contact Bill McDowall, Department of Health, Skipton 


House, 80 London Road, London SE1 6LH; 020 7972 5013 or 
PHLS’s website at hetp://www.phls.co.uk. 


National Biological Standards Board (NBSB) 
G.5 The NBSB was set up in 1976 and functions through its 


executive arm, the National Institute for Biological Standards and 
Control (NIBSC). NIBSC creates standards for, and tests, the 
purity and potency of biological substances (e.g. vaccines, 
hormones, blood products) and is important to the Government's 
public health programme and to the pharmaceutical industry in 
assisting with licensing and with on-going batch testing and quality 
assurance of biological preparations. It has a significant research 
element. The Board’s gross expenditure in 1998-99 was £16.5 
million of which £11.3 million was funded by the Government. 
It employs 224 staff. 


G.6 NBSB's corporate aims and strategy together with 
performance against key targets can be found in their Annual 
Report and Accounts. (See also Figure G1.) For more information 
contact Bill McDowall, Department of Health, Skipton House, 
80 London Road, London SE1 6LH; 020 7972 5013, or NIBSCs 


website at http://www.nibsc.ac.uk. 


Figure G.1: Gross Expenditure on Administration for 
Larger ‘ Executive Non-Departmental Public Bodies 
(ENDPBs), 1996-97 to 2000-01 


£ million 


1999-00 2000-01 
(estimated) (planned) 


1996-97 1997-98 1998-99 


NBSB 1.4 1.4 1.4 iPS) ES: 
ENB 8.7 74 7.8 1S Vie! 
CCETSW 8.3 8.3 7.4 6.9 6.3 
PHLS 4.3 4.0 4.0 BES) 3.8 


7 Larger NDPBs are defined as those which have 25 or more staff and 
where Government grant/grant in aid accounts for more than 50 per cent 
of their income or trade mainly with other Government departments. 


Human Fertilisation and Embryology Authority (HFEA) 


G.7 The Authority was established by the Human 
Fertilisation and Embryology Act 1990 and commenced its work 
in August 1991. Its main responsibilities are to regulate and 
monitor the storage and use of human gametes (sperm and eggs) 
and embryos, and to license clinics which offer in-vitro fertilisation 
and artificial insemination or undertake research on human 
gametes or embryos. It comprises 21 members (including the 


Chairman and Deputy Chairman) and has 35 staff. 


G.8 The Authority's gross expenditure in 1998-99 was 
£1.6 million, funded by the Government (although fees paid by 
licensed clinics made up a substantial proportion of this). 
Particular issues considered by the Authority included the use of 
pre-implantation genetic diagnosis, payments to gamete donors, 
the safety of storing sperm and embryos and cloning. Further 
information about the work of the Authority and its accounts can 
be found in its Annual Report and Accounts, which is available 
from the Stationery Office. Otherwise, information can be 
obtained from Mr Michael Evans at the Department of Health, 
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Room 423 Wellington House, 133-155 Waterloo Road, London 
SE1 8UG; 020 7972 4193 or from the website at 


http://www.hfea.gov.uk. 


National Radiological Protection Board (NRPB) 


G.9 The NRPB was set up in 1970. It conducts research into, 
and provides advice on, the effects and risks of radiation 
(including non-ionising radiation such as ultra-violet, mobile 
phones and powerlines etc), radiation measurement and dose 
assessment, monitoring radon in homes, the environmental 
impact of nuclear discharges and waste disposal, emergency 
planning and the consequences of nuclear accidents. The Board 
also provides advice to international organisations and provides 
services to industrial and other radiation users. Gross expenditure 
in 1998-99 was £13.7 million of which £6.5 million was 
provided by the Government. NPRB employs 300 staff. 


G.10 


performance against key targets can be found in their Annual 


NRPB’s corporate aims and strategy together with 


Report and Accounts. For more information about the NRPB, 
contact Bill McDowall, Department of Health, Skipton House, 
80 London Road, London SE1 6LH; 020 7972 5013, or 


NRPB’s website at http://www.nrpb.org.uk. 


Medical Practices Committee (MPC) 


G.11 The MPC was originally set up under the NHS Act 
1946, now consolidated in Section 7 of the NHS Act 1977. The 
principal function of the MPC is to ensure the equitable 
distribution of the General Practioners (GP) workforce within 
general medical services throughout England and Wales. It does 
this by determining on a referral from a Health Authority 
whether there is, or will be, a vacancy for a GP in the locality. The 
Committee's gross expenditure in 1998-99 was £0.50 million all 
of which was funded by the Government. The Committee's 
secretariat consists of 12 on-loan departmental civil servants. For 
more information on the Committee contact David Thomas, 
NHS Executive, HRD-WP, Room 1W31, Quarry House, 
Quarry Hill, Leeds LS2 7UE; 0113 254 5875. 


Special Health Authorities (SHAS) 


Dental Vocational Training Authority (DVTA) 
G.12. The DVTA exercises the functions of Health Authorities 


by allocating vocational training numbers to dentists who wish to 
practise unsupervised in the NHS General Dental Services to 
demonstrate that they satisfy the vocational training requirements. 
The Authority's gross expenditure in 1998-99 was £10,291, funded 
entirely by Government. From October 1988 to September 1999 
the DVTA issued 1,338 vocational training numbers. The 
Authority has 2 staff. For further information, contact Andrea 
Goring, Dental Vocational Training Authority, Master’s House, 


Temple Grove, Compton Place, Eastbourne, East Sussex 
BN20 8AD; 01323 431189. 


Family Health Services Appeal Authority (FHSAA) 


G.13 The Family Health Services Appeal Authority was 
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established as an SHA on 1 April 1995. In 1998-99, the 
Authority received £1.045 million Government funding, and gross 
expenditure was £0.917 million. The Authority employs 12 staff 
(11 whole time equivalents). Its role is to perform quasi-judicial 
appellate and other functions, devolved to it by the Secretary of 
State, in connection with Health Authority decisions on family 
health services issues arising under the General Medical Services 
Regulations, General Dental Services Regulations, General 
Ophthalmic Services Regulations, the Pharmaceutical Regulations, 
the FHS practitioners’ terms of service with the NHS, and the 
Service Committee and Tribunal (Amendment) Regulations. For 
further information contact Mr Tony Harpham, NHS Executive, 
Room 7E01, Quarry House, Leeds LS2 7UE; 0113 254 6324, or 
from the website at www.fhsaa.org.uk. 


Health Development Agency (HDA) 

G.14 The White Paper Saving Lives: Our Healthier Nation 
announced the Government’ intention to replace the Health 
Education Authority (HEA) with a new Health Development 


Agency. The new Agency was established in January 2000. The 
HEA will cease to operate from 31 March 2000. 


G.15 
health authority. The new Agency will provide the evidence for 


The HDA is a statutory body, with the status of a special 


health improvement, set standards for public health practice and 
advise on the capacity and capability of the public health 
workforce. The HEA employed 290 staff, however the HDA will 
be a smaller organisation. (See also paragraph 13.9.) 


G.16 


£31 million of which £30 million was form the Department of 


The gross expenditure in 1998/99 for the Authority was 


Health. More information about the HEA or the new 
HDA can be obtained from Trevelyan House, 30 Great Peter 
Street, London SWIP 2HW; 0171 222 5300; Website 


hetp://www.hda-online.org.uk 


High Security Hospital Authorities (HSHA) 


G.17 
Ashworth, Broadmoor and Rampton Hospital Authorities, which 
are Special Health Authorities (SHAs). The high security hospitals 


provide care, treatment and rehabilitation for mentally disordered 


The three high security hospitals are managed by the 


individuals in the most secure hospital settings available in the 
NHS. Virtually all the patients are detained under the mental 
health legislation and, at the time of admission, would have been 
considered to present such a degree of danger that detention in 


conditions of high security was deemed necessary. 


G.18 
implementation of the new NHS White Paper, that the high 


The Government has decided, as part of the 


security hospitals should become better integrated with the 
wider mental health services. This will include responsibility for 
commissioning the services which the hospitals provide being fully 
devolved from the High Security Psychiatric Services 
Commissioning Board to Regional Specialised Commissioning 
Groups on | April 2000. The Health Bill 1999 approved the 
legislative framework to allow each hospital to be established as, 
or integrated within a NHS Trust. Each Regional Office is 


currently progressing with their High Secure Hospital the 
methods for integration. 


e Ashworth Hospital Authority - manages just under 460 beds. 
Its revenue expenditure in 1997-98 was £46.8 million of which 
£46.4 million was funded by the Government via the 
commissioning process through High Secure Psychiatric 
services Commissioning team. The Authority employs 1,403 
staff. For further information contact Angela Anderson, 
Director of Communications, Ashworth Hospital Authority, 


Parkbourn, Maghull, Liverpool LS1 1HW: 0151 471 2397; 


© Broadmoor Hospital Authority - manages just over 425 beds 
of which 80 are for women. Its revenue expenditure in 1997- 
98 was £42 million funded in the main by the Government via 
the commissioning process through High Secure Psychiatric 
Services Commissioning team. The Authority employs 1,150 
staff. For further information contact Paul Robertson, Public 
Relations Manager, Broadmoor Hospital Authority, 


Crowthorne, Berkshire RG45 7EG; 01344 754043; and, 
e Rampton Hospital Authority - manages just under 450 beds. 


Its revenue expenditure in 1997-98 was £43.2 million of which 
£42 million was funded by the Government. The Authority 
employs 1,163 staff. For further information contact Douglas 
Brown, Press and Public Relations Manager, Rampton 
Hospital Authority, Retford, Nottinghamshire DN22 0PD; 
01777 247548. 


Mental Health Act Commission (MHAC) 


G.19 The Commission was set up in 1983 as an SHA with 
responsibility under the Mental Health Act 1983 for protecting 
the interests of detained patients in England and Wales. 
Commissioners visit hospitals, where there are detained patients, 
to make sure the powers under the Act are being used properly. 
They also have responsibility for investigating complaints made by, 
or about detained patients. The Commission also operates, on 
behalf of the Secretary of State, the provision of Second Opinion 
Appointed Doctors (SOAD). This is a demand-led service for 
which the Commission not only appoints doctors but also 
makes the necessary administrative arrangements when a second 
opinion under the Mental Health Act is requested. 


G.20 Details of the Mental Health Act Commission's function 
together with a statement of accounts can be found in the Mental 


Health Act Commission's Eighth Biennial Report 1995-97. 


G.21 The Department of Health directly funds the 
Commission. Its budget in 1999-2000 was £2.97 million. The 
Commission employs 35 staff. For further information, contact 
Mr Matthew Kinton, Personal Assistant to the Chief Executive, 
Mental Health Act Commission, Maid Marian House, 56 
Hounds Gate, Nottingham NG1 6BG; 0115 943 7106. 


Microbiological Research Authority (MRA) 

G.22. The MRA was established as a SHA in April 1994. The 
MRA oversees the work of the Centre for Applied Microbiology 
and Research (CAMR). CAMR is engaged in the investigation of 
highly infectious bacteria and viruses, and the production of bio- 


pharmaceutical products. Gross expenditure in 1998-99 was £24.8 
million, of which seven million pounds was funded by the 
Government. CAMR employs 381 staff. 


G.23. CAMR’s corporate aims and strategy together with 
performance against key targets can be found in their Annual 
Report and Accounts. For more information about CAMR, 
contact Bill McDowall, Department of Health, Skipton House, 
80 London Road, London SE1 6LH; 020 7972 5013, or 


CAMR’s website at hetp://www.camr.org.uk, 


National Blood Authority (NBA) 
G.24 The National Blood Authority is responsible for the 


management of the National Blood Service in England including: 


e The collection of blood from voluntary donors, its processing, 
testing and supply to hospitals through its network of blood 


centres; and, 


e The International Blood Group Reference Laboratory 
(IBGRL), which provides a reference service and issues 
diagnostic materials, and the Bio Products Laboratory (BPL), 
which makes therapeutic products from blood plasma and 


makes and issues diagnostic materials. 


G.25. The Authority's gross expenditure in 1998-99 was 
£241 million which was largely recouped through blood 
handling charges to hospitals and through sales of BPL 
products. It employs around 5,000 staff. The Authority collected 
over 2.9 million units of blood in 1998-99 and supplied 329 
hospitals. 280 tonnes of plasma were fractionated at BPL. 
Further information, including summary financial statements, are 
included in the NBA’s 1999 Annual Report which is available from 
the National Blood Authority, Oak House, Reeds Crescent, 
Watford WD1 1QA; 01923 486800 or from the website at 
www.blooddonor.org.uk. 


National Institute for Clinical Excellence (NICE) 


G.26 NICE isa SHA established on 1 April 1999 to provide 
guidance best clinical practice to the NHS, patients and their carers. 


G.27.— NICE’s initial work programme was agreed with the 
Department of Health and the National Assembly for Wales and 
was launched on 4 November. This sets clear quality standards 
which the NHS will be expected to meet. The work programme 
consists of three main forms of guidance: 


® Guidance on the potential use of particular health interventions 
including new treatments such as pharmaceuticals, diagnostic 
procedures, health promotion activities etc (appraisals); 


® Guidance on best practice for treating particular clinical 
conditions (clinical guidelines and referral protocols); and, 


® Guidance on how clinicians can compare their current 
standards with best current practice (clinical audit). 


G.28 NICE has an executive board consisting of three 
executive members (Chief Executive, Director of Finance and 
Clinical Director) and seven non-executive members. A Partners’ 
Council of over 40 members representing the health professions, 
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patient and carer interests, industry and academic bodies works 
with NICE to monitor its progress against its work programme. 


(See also paragraphs 6. 3 to 6.7.) 


G.29 For further information contact Helen Owen at the 
Department of Health, Quarry House, Quarry Hill, Leeds 
LS2 7UE; 0113 254 6301 or from the website at www.nice.org.uk. 


The Commission for Health Improvement (CHI) 


G.30 The Commission for Health Improvement (an England 
and Wales body) was formally established on 1 November 1999 
under Section 19 of the Health Act 1999. CHI will provide 
independent advice and expertise to the NHS on developing and 
improving the quality of NHS services. It will provide national 
leadership and external assessment of NHS clinical governance 
arrangements and review NHS implementation of national 
standards set for specific clinical services or care groups. CHI also 
has the ability to provide rapid assessment of local service 
problems and to provide recommendations to help tackle these. 


(See also paragraphs 6.24 to 6.28.) 


G.31 The Commission will make a start on its first work 
programme from April 2000. The Chief Executive, the Director 
for Health Improvement, is Dr Peter Homa. He may be contacted 
at Hannibal House, Elephant & Castle, London SE1 6UD; 020 
7277 3100. 


NHS Information Authority (NHSIA) 


G.32 The NHS Information Authority was established as a 
SHA on 1 April 1999. The Authority, working in partnership with 
NHS professionals, suppliers, academics and others, is responsible 
for providing national products, standards and services to support 
the local implementation of the NHS information strategy 
Information for Health and support the sharing and best possible use 
of information to improve patient care and achieve best value 


for money. 


G.33 The Board of the NHSIA consists of a Chair, Chief 
Executive, three executive officers and four non-executive 
members. The Authority has 485 staff. Resources for the financial 
year 1999-2000 amounted to £50 million. This was divided into 
£26.5 million as core funding, £15.5 million as the central top 
sliced funding for NHS infrastructure, £3 million from the NHS 
modernisation fund and £5 million income from the sale of 
services directly to the NHS. 


G.34 For further information contact Steven Harrison, 
Communications Co-ordinator, NHS Information Authority, 
George House, George Road, Edgbaston, Birmingham B15 1PG; 
0121 450 4103 or by E-mail at steven.harrison@srh.nhsia.nhs.uk. 
Website: www.nhsia.nhs.uk. 


NHS Litigation Authority (NHSLA) 
G.35_ The NHSLA has five principal functions: 


e To administer the Clinical Negligence Scheme for Trusts 
(CNST), covering liabilities for alleged clinical negligence in respect 
of NHS Trusts where the incident occurred after 1 April 1995; 
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e To administer the Existing Liabilities Scheme (ELS), covering 
incidents which occurred before 1 April 1995; 


e To act as defendant in claims against ex-regional Health 
Authorities following their abolition in April 1996; 


e To administer the Liabilities to Third Parties Scheme, 
covering employer’s liability, public and product liability, 
professional indemnity and directors’ and officers’ liability from 


April 1999; and, 


e To administer the Property Expenses Scheme, providing 
protection for non-catastrophic losses to building and contents. 
This includes; engineering breakdown, contract works, goods in 


transit and fidelity guarantees from April 1999. 


G.36 
ensure that public money is used appropriately, the Authority is 


As well as overseeing the schemes in such a way as to 


expected to promote the highest possible standards of patient care 
and to minimise suffering resulting from those adverse incidents 


which do nevertheless occur. 


G.37. The Authority has taken firmer control of the litigation 
process by establishing, by tender, a panel of legal advisers to be 
instructed on all future CNST claims. During the year, an IT 
package was developed to improve the claims handling process. 
The system is able to generate reports and analysis on claims by 
type, location and other relevant factors to help the Authority and 
the NHS deal even more effectively with claims and risk 


management in future. 


G.38 The Authority’s administration costs for 1998-99 
amounted to £8.5 million. At 31 March 1999 it employed 40 staff. 
For further information on the NHSLA contact Tom Fothergill, 
NHSLA, Napier House, 24 High Holborn, London WC1V 6AZ; 
0207 430 8700. 


NHS Supplies Authority (NHSSA) 


G.39 The NHS Supplies Authority has been replaced by the 
NHS Purchasing and Supply Agency and the NHS Logistics 
Authority. Details of the NHS Purchasing and Supply Agency are set 
out in Annex F, F15 to 16 (See also paragraphs 12.34 to 12.37.) 


NHS Logistics Authority 


G.40 The NHS Logistics Authority was launched on 1 April 
2000 and was derived mainly from the Wholesaling Division of 
the NHS Supplies Authority. The Authority provides a 
comprehensive wholesaling service and is involved in developing 
an integrated supply chain to the NHS that will deliver savings to 
NHS Trusts. NHS Supplies’ gross expenditure in 1998-99 was 
£630.2 million. The Authority employs around 1,600 staff. 


G.41 Further information can be obtained by writing to the 
office of the Chief Executive, West Way, Cotes Park Industrial 
Estate, Alfreton DE55 4QJ. 


Prescription Pricing Authority (PPA) 
G.42. The PPA was established under the National Health 


Service Act 1977. Its main functions are: 


© To calculate and make payments due to pharmacists and 
dispensing doctors for supplying drugs and appliances prescribed 
under the NHS (processing over 515 million prescriptions each year); 


® ‘To produce information for GPs, Health Authorities and the 
Department of Health about prescribing trends and drug usage, 
monthly reports showing actual spending on drugs set against 
pre-determined and the monthly Drug Tariff; 


© To detect and follow up prescription fraud both by patients 
and contractors. (See also paragraphs 12.30 to 12.34); and, 


® To administer the NHS Low Income Schéme. The PPA 
assesses over 1 million claims and issues certificates for the 
remission of NHS charges in respect of prescription, dental and 
other chargeable services. 


G.43_ The Authority’s gross expenditure in 1998-99 was 
£47.5 million of which £44 million was funded by the 
Department of Health. The Authority employs approximately 
2,018 staff. Performance targets have been set for the Authority's 
work under a Service Level Agreement (SLA) which is monitored 
by the NHS Executive. For further information on the Authority 
contact Mrs Tara Lawson-Mean, PPA SLA Manager at the 
NHS Executive, Room 174, Richmond House, 79 Whitehall, 
London SW1A 2NS; 020 7210 5312 or at the PPA website 


http://www.ppa.nhs.uk or tara.lawson-mean@doh.gsi.gov.uk. 


The United Kingdom Transplant Support Service 
Authority (UKTSSA) 


G.44 The UKTSSA was established on 1 April 1991. The 
Authority supports organ transplantation throughout the UK and 
the Republic of Ireland. Its main objective is to facilitate the 
effective and equitable distribution of human organs for 
transplantation. The Department of Health funds the UKTSSA 
through a centrally held budget in Vote 1. Other UK countries 
contribute on the basis of agreed proportions. The Authority 
employs 97 WTE staff. Its gross expenditure in 1998-99 was £5.5 
million. The Authority also operates and maintains the NHS 
Organ Donor Register which is a computerised record of people 
who have registered their wish to be an organ donor. For further 
information on the Authority contact the Information Executive, 
UKTSSA, Fox Den Road, Stoke Gifford, Bristol BS34 8RR; 0117 
ai J )7 


G.45 The UKTSSA’s management arrangements were 
reviewed in 1999 and the results are due to be announced during 
2000. 


Other NHS Bodies 


Dental Practice Board 


G.46 The DPB makes payments to dentists in England and 
Wales for their NHS work. It also monitors activity in the 
provision of NHS dental treatments and fee claims and, where 
identified, refers evidence of fraud and/or clinical malpractice to 
the relevant authorities for further action. In 1998-99 the DPB 
employed 452 staff, paid fees amounting to £1.4 billion to 18,195 
dentists, at a gross administration cost of £22.7 million. For further 
information contact the Chief Executive, Dental Practice Board, 
Compton Place Road, Eastbourne BN20 8AD; 01323 417000. 


Tribunals 


NHS Tribunal 
G.47 The Tribunal is an independent body with judicial 


powers, supervised by the Council on Tribunals. Its purpose is to 
protect Family Health Services (FHS) by deciding whether the 
continued inclusion of a FHS practitioner’s name on a Health 
Authority’s medical, dental, pharmaceutical ophthalmic list 
would be prejudicial to the efficiency of the service in question and 
bring it into disrepute. If it does, it must direct that the 
practitioner be disqualified from providing the service. This power 
currently makes it the ultimate NHS disciplinary body for FHS 
practitioners. It has no other, lesser sanction available to it. 


G.48 The NHS Tribunal has one permanent employee, the 
Clerk to the Tribunal, who is paid an annual retainer of £3,000. 
In addition, the Clerk receives fees according to the number and 
kind of Tribunal cases in a year. The Tribunal’s gross expenditure 
in 1998-99 was £20,355. Por further information contact Mr Tony 
Harpham, NHS Executive, Room 7E01, Quarry House, Quarry 
Hill, Leeds LS2 7UE; 0113 254 6324. 


Registered Homes Tribunal 


G.49 The Registered Homes Tribunal is an independent 
judicial body. It was set up by statute in 1984 to hear appeals from 
independent sector residential care home, nursing home and 
children’s homeowners against a decision by the registration 
authority to refuse, cancel or vary the registration conditions for 
the home. Health Authorities are responsible for registering nursing 
homes, local authorities for registering voluntary care homes and 
the Secretary of State for Health for registering children’s homes. 


G.50 The Tribunals operate under the Registered Homes Act 
1984, the Children’s Act 1989 and the Registered Homes 
Tribunal Rules 1984. The Department of Health provides 
secretariat support for the Tribunals. The Tribunal’s gross 
expenditure in 1998-99 was £122,000. For further information 
about the Tribunal contact Miss M Haywood, Registered Homes 
Tribunal Secretariat, Room 628 Wellington House, 133-155 
Waterloo Road, London SE1 8UG; tel 020 7972 4034 or by email 
to mhaywood@doh.gsi.gov.uk. 


Mental Health Review Tribunals (MHRTs) 
G.51 MHRIs are independent judicial bodies. The Lord 


Chancellor appoints members. Their role is to consider whether 
there is a need for a patient to continue to be detained under the 
Mental Health Act 1983. There is a legally qualified Tribunal 
chairman for each of the four “Tribunal Regions’ who are 
responsible for the members within their region. There is a 
Tribunal office within each of these regions employing a total of 
59 Department of Health staff who arrange and clerk hearings and 
provide administrative support to the regional chairman. In the 
financial year 1998-99 the secretariat received 18,368 applications. 
There were 8,887 hearings. Administrative costs including 
manpower was £1.5 million and for the membership £7.2 
million. For more information about MHRT contact Margaret 
Burn, Head of the MHRT Secretariat, NHS Executive, Wellington 
House, 135-155 Waterloo Road, London SE1 8UG; 020 7972 4503. 
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Annex H 


Public Accounts Committee (PAC) 


H.1 Two Public Accounts Committee reports were published 
in the period December 1998 to December 1999. 


The Performance of the NHS Cervical Screening 
Programme in England 


H.2 The Committee’s main concerns were: 


© The need for improved coverage of the screening programme 


to minimise the incidence of cervical cancer and to ensure 
equity; 
@ The need to achieve quality standards throughout the screening 


programme; and, 
@ Lack of accountability arrangements across the NHS. 


H3 Action taken on PAC conclusions and recommendations 


include: 


e A national working group on cervical screening coverage has 
been established to identify and disseminate cost-effective 
measures to improve screening coverage in inner city areas. 
Secretary of State has set a new requirement that all Health 
Authorities should achieve 80 per cent coverage rates by 
March 2002; 


@ The NHS Cervical Screening Programme published standards 
for the cervical screening programme in 1996. All regions have 
action plans in place to improve colposcopy services and 
guidance on smear taking was published in September 1998; 


and, 


© New and rigorous arrangements for accountability of the 
NHSCSP have been introduced following failings at Kent and 
Canterbury. Regional Offices are taking responsibility for 
commissioning quality assurance and for ensuring adverse 
quality reports are addressed. Formal reporting arrangements to 


the NHS Executive Board have been made. 


Cost Over-Runs, Funding Problems and Delays on 
Guy's Hospital Phase III Development 


H.4 The Committee’s main concerns were: 


© The project cost £115 million more than the original estimate 
of £35.5 million and was delivered over three years late; 


@ Lack of project management, exacerbated by four changes of 
client body with overall responsibility and a failure to freeze the 
design until five years after the initial estimate; and, 


© The project proceeded at various stages without: an agreed 
funding strategy; sensitivity analyses and re-appraisal at each 
stage. 
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H:5 Action taken on PAC conclusions and recommendations 


includes: 


© The NHS Executive acknowledges that the original estimate was 
clearly an unrealistic estimate of the costs of this project. 
However, the project was subject to a second appraisal, and both 
the Department of Health and Treasury gave formal approval 
to the scheme in 1989 when a cost of £83.1 million was 
attached to it. The NHS Executive believes that it was from this 
later point that the subsequent management control of the 


scheme should be judged; 


@ The NHS Executive acknowledges the importance of a 
consistent project sponsor throughout the life of the project. 
Accountability for such projects has been sharpened since 1994, 
with the issue of the Capital Investment Manual, and the 
designation of Trust chief executives as accountable officers with 
a direct line of accountability to the NHS Chief Executive; and, 


@ The NHS Executive has a process of continuous monitoring of 
NHS Trusts to ensure official guidance is followed, and 
through this that risks on major projects are minimised. 


Annex | 


Spending on Publicity and Advertising 
1999-2000 (Estimate) 


1.1 The Department runs a number of publicity campaigns 
directly and places contracts for others with the Health Education 
Authority and other organisations. Forecast outturn for 1999-2000 
is estimated to be £28.9 million, not including HEA campaigns. 
The main components included in this total are given below. 


i2 The estimate for this year’s outturn is significantly higher 
than for 1998-1999, up by £9.2 million. A major factor in this has 
been the new Tobacco Education Campaign, highlighting the 
Governments commitment to improving health by tackling 
smoking. 


| ee. Other new activities in 1999-2000 were the Antibiotic 
Resistance Campaign, the Winter 2000 Campaign and Our 
Healthier Nation. 


1.4 There have been increases in spending on other 
campaigns that support areas falling in line with the Secretary of 
State’s new National Priorities. On quality, £1.1 million is being 
spent promoting modernising strategies such as National Service 
Frameworks. Publicity and advertising spending on NHS Direct 
has increased by £0.8 million from £1.2 million last year, 
reflecting the need to inform the public about this new service as 
it extends to two thirds of England. There has also been more 
spending on mental health publicity than last year. 


1.5 Of those campaigns where spending has decreased, Blood 
Donor Publicity is most significant, with a drop of £3 million from 
last year to £0.6 million. This year the National Blood Service has 
financed more of the blood donor recruitment publicity and from 
the 1 April 2000 will assume total responsibility for this work. 


Figure |.1: Departmental Spending on Publicity and 
Advertising 1999-2000 


£ million 
Campaigns run by the Department 
Tobacco Education Strategy Publicity Te 
Health Service Professional Recruitment and Retention 5:3 
Our Healthier Nation 222 
NHS Direct 2.0 
Winter 2000 15 
Antibiotic Resistance 123 
Mental Health 4 
Quality inc National Service Frameworks et 
Prescription Fraud Campaign 1.0 
Organ Donation Publicity 0.9 
Reciprocal Healthcare — Leaflet T6 0.9 
Community Care (inc Keep Warm, Keep Well) 0.8 
Blood Donor Publicity 0.6 
Campaigns run by the Health Education Council 
Immunisation Paes: 
Smoking 1.4 
Sexual Health 0.5 
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Annex J 


Performance indicators for social services 


Figure J1: Performance Indicators for Social Services 1999-2000 
PAF Indicator Service Data due (where not 
Area already available) 
A11 Stability of placements of children looked after Children 
" A2 Educational qualifications of children looked after [joint working] Children September — 00 
= nt A3 Re-registrations on the Child Protection Register Children 
aa s A4 Employment, education and training for care leavers [joint working] Children September — 02 
+33 | A5 Emergency admissions of older people [interface] Adults 
2 A6é Emergency psychiatric re-admissions [interface] Adults 
B7 Children looked after in family placements Children 
B8 Cost of services for children looked after Children 
B9 Unit cost of children’s residential care Children 
> B10 Unit cost of foster care Children 
5 B11 Intensive home care as a proportion of intensive home and residential care Adults 
r= B12 Cost of intensive social care for adults Adults 
= B13 Unit cost of residential and nursing care for older people Adults 
z B14 Unit cost of residential and nursing care for people with learning disabilities Adults 
be B15 Unit cost of residential and nursing care for people with mental illness Adults 
B16 Unit cost of residential and nursing care for people with physical disabilities Adults 
B17 Unit cost of home care for adults Adults 
C18 Cautions and convictions of children looked after Children Spring 2000 
C19 Health of children looked after Children Spring 2001 
3 C20 Reviews of child protection cases Children 
: C21 Duration on the child protection register Children 
3 C22 Young children looked after in family placements Children 
z C23 Adoptions of children looked after Children 
> C24 Children looked after absent from school [joint working] Children Spring 2001 
$s C25 Inspections of children's homes Children 
x C26 Admissions of supported residents aged 65 or over to residential/nursing care Adults 
8 C27 Admissions of supported residents aged 18-64 to residential/nursing care Adults 
5 C28 Intensive home care Adults 
6 C29 People with physical disabilities helped to live at home Adults 
a C30 People with learning disabilities helped to live at home Adults 
S C31 Adults with mental health problems helped to live at home Adults 
% C32 Older people (aged 65 or over) helped to live at home Adults 
a C33 Avoidable harm for adults (falls and hypothermia) Adults 
C34 Inspection of adult residential care Adults 
D35 Long term stability of children looked after Children | 
D36 Users/carers who said they got help quickly Adults September — 01 : 
s » __D37 Availability of single rooms Adults : 
g ° D38 Percentage of items of equipment costing less than £1,000 delivered within 3 weeks Adults 
5 D39 Percentage of people receiving a statement of their needs and how they will be Adults 
f SS  D4O0 Clients receiving a review Adults September — 01 : 
3 25 D41 Delayed discharge [interface indicator] Adults 
< 3 = _D42 Carer assessments Adults September — 01 : 
5 D43 Waiting time for care packages Adults September — 02 
nw 
= E44 Relative spend on family support Children 
E45 Ethnicity of children in need Children September — 00 
M4 E46 Users/carers who said that matters relating to race, culture or religion were note Adults September — 01 
S E47 Ethnicity of people receiving services following an assessment Adults September — 01 
= E48 Ethnicity of adults receiving services following an assessment Adults September — 01 
ss E49 Assessments per head of population Adults September — 01 
E50 Assessments leading to provision of service Adults September — 01 


Indicator Definitions and baseline data for 1998/99 for 35 of the 50 indicators can be found in Social Services Performance 1998/99 which is at www.doh.gov.uk/paf. 
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Glossary 


Acute Services 


Medical and surgical interventions provided in hospitals. 


Capital 

Expenditure on the acquisition of land and premises, individual 
works for the provision, adaptation, renewal, replacement and 
demolition of buildings, items or groups of equipment and 
vehicles, etc. In the NHS, expenditure on an item is classified as 
capital if it is in excess of £5,000. 


Capital Charges 


Capital charges are a way of recognising the costs of ownership and 
use of capital assets and comprise depreciation and interest/ target 
return on capital. Capital charges are funded through a circular 
flow of money between HM Treasury, the NHS Executive, health 
authorities (HAs) and NHS trusts. 


Cash Limited 


See Discretionary. 


Central Health and Miscellaneous Services 


These are a wide range of activities funded from the Department 
of Health’s spending programmes whose only common feature is 
that they receive funding direct from the Department of Health, 
and not via Health Authorities. Some of these services are 
managed directly by Departmental staff, others are run by non- 
Departmental public bodies, or other separate executive 


organisations. 


Community Care 


Care, particularly for elderly people, people with learning or 
physical disabilities or a mental illness, which is provided outside 


a hospital setting, i.e. in the community. 


Consolidated Fund 


The Government’s general account at the Bank of England. Tax 
revenues and other current receipts are paid into this Fund. 
Parliament gives statutory authority for funds to be drawn from 
the Consolidated Fund to meet most expenditure by the 


Government. 


Credit Approvals 


Central Government permission for individual Local Authorities 


to borrow or raise other forms of credit for capital purposes. 


Depreciation 


The measure of the wearing out, consumption or other loss of 
value of a fixed asset whether arising from use, passage of time or 


obsolescence through technology, and market changes. 


Discretionary 


Expenditure subject to cash limit controls. 


Distance from target 


The difference between a Health Authority's allocation and its 
target fair share of resources informed by the weighted capitation 


formula. 


Estimated Outturn 


The expected level of spending or income for a budget which will 
be recorded in the Department's Accounts. 


Estimates 


See Supply Estimates? 


European Economic Area 


The European Community countries plus Norway, Iceland and 
Liechtenstein. 


Executive Agencies 


Executive agencies are self-contained units aimed at improving 
management in Government. They carry out specific executive 
functions on behalf of the parent Department within an 


operational framework agreed by Ministers. 


External Financing Limits (EFLs) 


NHS trusts are subject to public expenditure controls on their 
spending. The control is an external financing limit (EFL) 
issued to each NHS trust by the NHS Executive. The EFL 
represents the difference between the resources a trust can 
generate internally (principally retained surpluses and depreciation) 
and its approved capital spending. If its internal resources are 
insufficient to meet approved capital spend then it is able to borrow 
the difference. If the internal resources are more than the capital 
spend then the money is used to meet any due repayments of debt 
principal on the trust’s ordinating capital debt and Secretary of 


State loans, with an excess being invested. 
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Family Health Services (FHS) 


Services provided in the community through doctors in general 
practice, dentists, pharmacists and opticians, all of whom are 
independent contractors. Their contracts are set centrally by the 
Department of Health following consultation with representatives 
of the relevant professions, and administered locally by health 
authorities. Funding of the FHS is demand-led and not subject to 
in-year cash limits at health authorities level, though FHS 
expenditure has to be managed within the overall national cash 
limits. The exceptions to this are certain reimbursements of practice 
expenses payable to doctors in general practice (GMS discretionary 
spending), the costs of administration, and expenditure by GP 
fundholders on drugs. Funding for these items is included in health 
authorities’ (HCHS) discretionary allocations. 


General Medical Services (GMS) 


Personal medical services provided by general medical practitioners, 
for example: giving appropriate health promotion advice, offering 
consultations and physical examinations, offering appropriate 


examinations and immunisations. 


General Practitioner (GP) Fundholders 


A previous scheme in which family doctors (General Practitioners) 
whose practices chose to accept an agreed budget for part of their 
practice activity and managed that budget themselves. The 
budget covered only practice staff, hospital referrals, drug costs, 
community nursing services and management costs. This budget 
was within the cash limited part of the health authorities 


(HCHS) spending. Fundholding has been replaced by PCGs. 


Gross Domestic Product (GDP) Deflator 


The official movement of pay and prices within the economy that 
is used for expressing expenditure in constant (real) terms. The 
series is produced by HM Treasury, and the one used in this report 
is that published at the March 2000 budget. 


Gross/Net 


Gross expenditure is the total expenditure on health services, part 
of which is funded from other income sources, such as charges for 
services, receipts from land sales and income generation schemes. 
Net expenditure (gross minus income) is the definition of 
“public expenditure” most commonly used in this report, since it 
is the part of the total expenditure funded by the Exchequer. 


Guardian Ad Litem (GAL) 


A guardian ad litem provides independent social care advice and 
investigation to the course in care and related proceedings. The 
guardian’s role is to represent the child’s interests and to make a 


recommendation on what outcome is in the best interests of the 


child. 
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Health Action Zone (HAZ) 


A new initiative to bring together organisations within and beyond 
the NHS to develop and implement a locally agreed strategy for 
improving the health of local people. 


Health Authority (HA) 


The Health Authority (HA) is responsible within the resources 
available for identifying the health care needs of its resident 
population, and of securing through its contracts with providers 
a package of hospital and community health services to reflect 
those needs. The Health Authority has a responsibility for 
ensuring satisfactory collaboration and joint planning with the 


local authority and other agencies. 


Health Improvement Programmes 


An action programme to improve health and health care locally 
and led by the health authority. It will involve NHS trusts, Primary 
Care Groups, and other primary care professionals, working in 
partnership with the local authority and engaging other local 


interests. 


Hospital and Community Health Services 
(HCHS) 


The main elements of HCHS funding are the provision of both 
hospital and community health services, which are mainly 
commissioned by Health Authorities and provided by NHS trusts. 
HCHS provision is discretionary and also includes funding for 
those elements of FHS spending which are discretionary (GMS 
discretionary expenditure). It also covers related activities such as 
R&D and education and training purchased centrally from central 


budgets. 


Modernisation Fund 


The Modernisation Fund was set up following the Comprehensive 
Spending Review. Its purpose is to channel funds into areas of 
NHS modernisation that will have the greatest benefit to both the 
service and patients alike. Funding these programmes through the 
Modernisation Fund, rather than through the main strands of 
funding allows for a more controlled assessment of expenditure and 
the progress made. Over the period of the Comprehensive 
Spending Review the Modernisation Fund will account for over 


£5 billion of expenditure within the NHS. 


NHS Trusts 
NHS trusts are hospitals, community health services, mental health 


services and ambulance services which are managed by their own 
boards of directors. NHS trusts are part of the NHS and provide 
services based on the requirements of patients as represented by 


Health Authorities and GPs. 


National Insurance Fund 


The statutory fund into which all National Insurance contributions 
payable by employers, employees and the self-employed are paid, 
and from which expenditure on most contributory social security 
benefits is met. The NHS also receives an elemént of funding from 


this. 


Non-Cash Limited 


See Non-Discretionary. 


Non-Discretionary 


Expenditure that is not subject to a cash limit, mainly “demand- 
led” family health services, including the remuneration and 
expenses of general medical practitioners, the costs of prescriptions 
written by them, together with all other pharmaceutical, dental and 
ophthalmic service costs. 


Outturn 


The actual year end position in cash terms. 


Personal Social Services (PSS) 


Personal care services for vulnerable people, including those with 
special needs because of old age or physical disability and 
children in need of care and protection. Examples are residential 
care homes for the elderly, home help and home care services, and 


social workers who provide help and support for a wide range of 


people. 


Primary Care 


Family health services provided by family doctors, dentists, 


pharmacists, optometrists, and ophthalmic medical practitioners. 


Primary Care Group (PCG) 


Primary Care Groups are fundamentally about improving the 
health of the population they serve by bringing together GPs, 
community nurses, managers, social services, local communities, 
Health Authorities, Trusts and other health professionals in 


effective partnership to deliver three main aims: 
— improve the health of their community; 
— develop primary and community services; and, 


— commission secondary services 


Primary Care Trust (PCT) 


Primary Care Trusts will be new free standing, statutory bodies 
with new flexibilities and freedoms. They will have the same 
overall functions as Primary Care Groups but will also be able to 
directly provide a range of community health services, thereby 
creating new opportunities to integrate primary and community 
health services as well as health and social care provision. 


Private Finance Initiative (PFI) 


The use of private finance in capital projects, particularly in relation 
to the design, construction and operation of buildings and 
support services. 


Resource Accounting and Budgeting (RAB) 
RAB was launched in 1993. This was followed in 1995 by a White 


Paper making a commitment to use resource accounting as the 
basis for controlling and planning public expenditure. Government 
accounting is currently cash based. Government departments plan 
and account for the cash which passes through their books each 
year, rather than the resources consumed. Moving to RAB will 
change the way Government departments plan and manage their 
internal spending. It will also change the process for deciding the 
Government’ overall spending plans, the way in which funds are 


sought from Parliament and the way their use is reported. 


Real Terms 


Cash figures adjusted for the effect of general inflation as 
measured by the Gross Domestic Product deflator. 


Regional Offices 


The eight NHS Executive Regional Offices were established on 1 
April 1996. These offices are responsible for developing the 
commissioning function in the health service and for monitoring 
the financial performance of the NHS trusts. The Regional Offices 
took on the non-statutory functions of the Regional Health 
Authorities following their abolition on 1 April 1996. 


Revenue 


Expenditure other than capital. For example, staff salaries and drug 
budgets. Also known as current expenditure. 


Secondary Care 


Care provided in hospitals. 


Special Health Authority (SHA) 
A special health authority is a health authority which provides 


health services to the whole population of England, not just to a 
local population. Formerly the London Postgraduate Teaching 
Hospitals were SHAs but they are now NHS trusts. The 
remaining SHAs, such as the National Blood Authority, provide 
clinical or support services to the whole NHS. 


Specific Grants 


Grants (usually for current expenditure) allocated by Central 
Government to local authorities for expenditure on specified 


services, reflecting Ministerial priorities. 
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Supply Estimate 


A request by the Executive to Parliament for funds required in the 
coming financial year. Supply Estimates?” are sub-divided into 
groups (Classes) which contain provision (usually by a single 
department) covering services of a broadly similar nature. A sub- 
division of a Class is known as a Vote and covers a narrower range 
of services. The Department of Health has 3 Votes which form 
Class II. A Supply Estimate does not of itself authorise expenditure 
of the sums requested. This comes through an Appropriation Act 
passed by Parliament. 


Trading Fund 


Trading funds are Government Departments or accountable units 
within Government Departments set up under the Government 
Trading Funds Act 1973, as amended by the Government 
Trading Act 1990. The Acts enable the responsible Minister to set 
up as a trading fund a body which is performing a statutory and 
monopoly service whose fees are fixed by or under statute. A 
trading fund provides a financing framework within which 
outgoings can be met without detailed cash flows passing 


through Vote accounting arrangements. 
g 


Unified Allocation 
Before April 1999, Health Authorities (HAs) received separate 


revenue funding streams for: hospital and community health 
services (HCHS); discretionary funding for general practice 
staff, premises and computers (GMSCL); and family health 
services prescribing. The White Paper, The new NHS: Modern, 
Dependable”, proposed unifying these funding streams. Since 
April 1999, there has been a single stream of discretionary funds 
flowing through health authorities to PCGs. 


Vote 
See Supply Estimate B.5), 


Walk-In Centre 


Walk-in Centres are part of a tranche of initiatives to modernise 
the NHS by providing quick and convenient access to basic 


primary care services without the need for an appointment. 
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Weighted Capitation Formula 


A formula which uses population projections for resident 
population which are then weighted as appropriate for the cost of 
care by age group, for relative need over and above that accounted 
for by age and to take account of unavoidable geographical 
variations in the cost of providing services. They are used to 


determine Heath Authorities’ target share of available resources. 
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